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ABSTRACT 
Patient/visitor violence against healthcare (HC) employees is a type of workplace violence 
(WPV) and considered a dangerous hazard within HC occupations (Bureau of Labor Statistics, 
2015). Lack of recognition of the true incidence and underreporting of WPV may contribute to a 
false sense of security within a HC facility (HCF). Therefore, fully addressing the problem may 
be met with administrative resistance, resulting in poor employee perceptions of support and 
commitment for a zero-violence environment. A retrospective analysis was conducted on the 
HCF’s online incident reports, security request calls, and data from a previously deployed WPV 
employee survey. The emergency department (ED) was noted as having had the highest 
reported occurrence of WPV, as well as the lowest perception of facility commitment for WPV 
prevention. The purpose of this evidence-based practice project was to evaluate if the HC 
establishment of a multifactorial WPV initiative would improve ED staff perception and formal 
reporting of WPV within a Midwestern acute care hospital. The Kotter Change Model and Iowa 
Model of Evidenced-Based Practice facilitated project development. Organizational approval 
was obtained, education was completed, and a WPV policy was implemented as the foundation 
for the initiative. To evaluate the impact of the intervention, WPV surveys were administered 
eight weeks pre- and post-implementation; WPV online incident reports and security request 
calls were also tracked. A statistically significant difference in staff’s perception of commitment 
for WPV prevention was noted from pre-to post-implementation from administration (X2 = 
19.011, p = 0.001), security personnel (X2 = 32.079, p < 0.001), and management (X2 = 28.420, 
p < 0.001). Approaching statistical significance (X2 = 9.363, p = 0.053), an improvement in ED 
staff perception of fellow co-worker commitment to WPV prevention was identified; 55.6% 
reported committed pre-implementation compared to 79.4% post-implementation. Increases in 
perception of support if the ED staff member was to become a victim of WPV was appreciated 
from administration (X2 = 28.166, p < 0.001), security (X2 = 20.775, p < 0.001), management (X2 
= 38.320, p < 0.001), and co-workers (X2 = 16.462, p = 0.001). In addition, online reporting was 
more congruent with security call requests post-implementation, (1:34 pre-implementation 
vs.1:6 post-implementation). Thus, supporting the supposition that underreporting was occurring 
prior to project implementation and that post-implementation online reporting was more 
reflective of the actual incidence of WPV events. Overall, the data reflected the positive impact 
of the implementation of a multifactorial WPV facility initiative on staff’s perceptions of support 
for zero violence and staff’s commitment to reporting WPV events. But, the project initiated an 
organizational change that is continuing within the ED and will be expanded to other units within 
the facility and for other facilities within the parent organization.
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CHAPTER 1 
INTRODUCTION 
Background 
Violence within the healthcare sector is well documented and a growing concern. 
According to the Bureau of Labor Statistics (BLS, 2015), 27 of the 100 fatalities in healthcare 
(HC) and social service settings that occurred in 2013 were due to assaults and violent acts. 
However, while media attention tends to focus on reports of workplace homicides, the vast 
majority of workplace violence (WPV) incidents result in non-fatal injuries (Occupational Safety 
and Health Administration [OSHA], 2015). The Bureau of Labor Statistics (BLS) and National 
Crime Victimization Survey (NCVS) data revealed that WPV is a threat to those in the 
healthcare (HC) and social service settings and the incidence of WPV in the HC industry (more 
than 100,000 cases and illnesses) was more than three times greater than all private industries 
(BLS, 2015). Yet, acknowledging and fully addressing the problem of WPV, especially 
patient/visitor violence directed toward a HC staff members, continues to be met with resistance 
(Emergency Nurse Association [ENA], 2011; Lipscomb & London, 2015; OSHA, 2015). 
The hazard of healthcare WPV has been acknowledged for decades, and in 1996, 
NIOSH and OSHA published broadly based position papers describing violence as an 
occupational hazard within the HC sector (Lipscomb & London, 2015). In 2002, the NIOSH 
published Violence, Occupational Hazards in Hospitals, and in 2010, The Joint Commission 
(TJC) issued the Sentinel Event Alert 45: Preventing Violence in the Healthcare Setting 
(Lipscomb & London, 2015). The American Psychiatric Nurses Association (APNA) published 
their position paper identifying violence from consumers, colleagues, and intruders as a 
significant occupational risk for those employed within the HC environment (APNA, 2008).  
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Definition of WPV 
Because its designation is interpreted based on how the violent act is perceived, WPV 
does not have one universal definition in the HC realm. The National Institute of Occupational 
Safety and Health (NIOSH) has defined workplace violence as “violent acts, including threats of 
assaults and physical assaults that are directed toward persons at work or on duty” (OSHA, 
2015, p. 2). Verbal violence (VV) is the most common form of WPV, usually co-exists with 
physical violence (PV), and has been suggested is often a pre-cursor to physical attacks; 
therefore, a definition of WPV inclusive to physical violence and verbal violence is more 
appropriate for HC facilities (HCFs) (ENA, 2011; NIOSH, 2013; Occupational Safety and Health 
Administration [OSHA], 2015; Pich, Hazelton, Sundin, & Kable, 2010). For this evidence-based 
practice (EBP) project the definition provided by OSHA (2015) will be utilized when referencing 
WPV: “Workplace violence is any act or threat of physical violence, harassment, intimidation, or 
other threatening disruptive behavior that occurs at the work site” (p. 2). 
Four documented and accepted types of WPV have been recognized within the 
literature. Type I (stranger/criminal intent) occurs while a criminal activity, such as a robbery, is 
being committed (Alexy & Hutchins, 2006; NIOSH, 2013). Type II WPV is the most common 
violence associated with HCFs and involves patient or visitor violence to staff members (Alexy & 
Hutchins, 2006; NIOSH, 2013). Type III WPV involves a form of violence also receiving recent 
attention. Worker to worker violence (also known as lateral violence, horizontal violence, or 
bullying) includes behaviors of intimidation between employees (Alexy & Hutchins, 2006). Type 
IV WPV involves an offender, who is not an employee, but has a personal relationship with an 
employee (e.g., an abusive, intimate partner). The perpetrator brings violent acts to the victim’s 
place of employment, disrupting the unit and potentially impacting the safety of all employees by 
setting them up to be collateral damage (Alexy & Hutchins, 2006).  
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Although all types of WPV are important, the focus of this project was on interventions to 
manage Type II WPV. Therefore, for the duration of this paper when WPV is discussed, it will be 
referencing Type II (patient or visitor violence on staff) WPV, within a HC setting, unless 
otherwise stated. 
Contributing Factors 
Risk factors for WPV are numerous and have been documented within the realm of 
patient, family or visitor, staff, and environmental or organizational characteristics (Lipscomb & 
London, 2015; NIOSH, 2014; OSHA, 2015). Documented patient characteristics involved 
individuals with volatile behaviors, under the influence of alcohol or illegal substances, or with 
mental illness(es) (NIOSH, 2014; OSHA, 2015). Family or visitor characteristics consisted of 
those exposed to uncertainty, experiencing grief or frustration and/or misinterpreting staff 
behaviors or statements (NIOSH, 2014; OSHA, 2015). Staff age, gender, physicality, 
experience, and knowledge are factors that have also been linked to WPV (Lipscomb & London, 
2015; Stokowski, 2010); being female, of small stature, and perceived as young or 
inexperienced have been considered to place an individual at greater risk for experiencing WPV 
(ENA, 2011; Lipscomb & London, 2015; Stokowski, 2010). Environmental or organizational 
characteristics linked to WPV include a perception of inexperienced staff, lack of administrative 
support, policies and procedures that do not establish “no violence tolerance”, inappropriate 
staffing patterns, overcrowding, lack of a secured physical environment, and ineffective 
reporting (NIOSH, 2014; OSHA, 2015). Other environmental factors linked to WPV incidents 
included the amount of facility access points, the communication, presence, and interaction with 
security, crime rates (including gang activity), and geographical (urban versus rural) location 
(American Nurses Association [ANA], 2012; Lim, 2011; Lipscomb & London, 2015; TJC, 2016). 
The ENA (2011) reported that WPV events that occurred in urban settings were higher in 
number and increasing in frequency (14.8%; OR = 1.45; p < .001) as compared to rural settings 
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(9.1%; OR = 0.69; p < .001). Potential for increased violence in the ED may be identified within 
the characteristics of the surrounding community. Risk factors for a HCF, specifically the ED, to 
experience violent interactions with patients include (a) increased presence of gangs, 
particularly in urban, city settings, (b) prolonged waiting times, (c) increased prevalence of drug 
and alcohol in the surrounding community, (d) use of ED for medical clearance for drug and/or 
alcohol arrests, (e) failure of mental health system resources and increased utilization of the ED 
for psychiatric clearance due to the unavailability of acute treatment facilities (American College 
of Emergency Physicians [ACEP], 2015; Howard & Gilboy, 2009). 
Consequences 
Administration and employees alike must acknowledge the costs related to employees’ 
exposure to WPV. When a staff member incurs harm at the hand of a patient, the HCF may 
sustain direct financial damage related to reimbursement for medical care, compensation for 
lost work, loss of production, overtime for staff, and potential loss of employees (Alexy & 
Hutchins, 2006; Hahn et al., 2012; Lanctot & Guay, 2014; McCaughey, DelliFraine, McGhan, & 
Bruning, 2013). Decreased morale and productivity due to job dissatisfaction may be attributed 
to many other factors; however, the impact in relation to WPV to an organization should also be 
considered. Consistent exposure to WPV without perception of support from administration, at 
any level, has the propensity to evoke frustration leading to job dissatisfaction (Lim, 2011). 
Gates, Gillespie, and Succop (2011) found that 94% of ED nurses who had been victims of 
WPV reported experiencing at least one PTSD, and 17% scored severe enough to garner a 
potential PTSD diagnosis. Gates et al. found that consistent exposure without supportive 
resources created employee burnout, stress, and increased turnover thus, negatively impacting 
a facility’s bottom line regarding recruitment and retention. Recruitment and retention affect a 
HCF financially through direct costs related to the hiring and training process and indirectly by 
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facilitating low morale amongst current employees, which can also affect the facility’s reputation 
within the community. 
Although the direct costs of WPV have been well documented, it is the non-tangibles 
indirectly related to WPV that can cause significant strain to a HCF, individually as well as 
organizationally. The impact may be more difficult to measure, but the correlation to direct 
patient care can be appreciated. Healthcare workers (HCWs) exposed to aggression within the 
HC setting have an increased risk of non-therapeutic staff responses, leading to diminished 
level of patient care (Chen, Hwu, & Wang, 2009; Lin, 2011). Researchers have found that 
nurses reported identifying patients who require intervention due to aggressive or difficult 
dispositions as the most challenging to manage (Lipscomb & London, 2015). Therefore, as a 
result of the exposure to these challenging patients, nursing staff may ignore minor patient 
needs and/or impose strict management plans (Lipscomb & London, 2015). Additionally, 
nursing staff that have been frequently exposed to WPV incidents may become desensitized, 
resulting in responsive coping mechanisms addressing the patient and/or visitor with matched 
aggression and/or inappropriate seclusion (Lim, 2011).  
Barriers  
Healthcare facilities, especially acute care hospitals, are often perceived as safe-havens 
for those requiring physical, mental, and emotional assistance. Healthcare governing bodies 
such as Departments of Health, The Joint Commission (TJC, 2016), and Healthcare Facilities 
Accreditation Program (HFAP, 2015) have placed a high priority on maintaining safe 
environments for patients and visitors entering HCFs. However, patient/visitor safety efforts are 
often administered separately, and sometimes perceived, as in opposition to staff safety 
(Lipscomb & London, 2015).  
A culture of acceptance of WPV has been appreciated throughout the public, hospital 
administrations, and public law enforcement agencies (e.g., prosecutors, judges, and police 
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personnel) (Wolf, Delao, & Perhats, 2014). This perception and acceptance of WPV can be 
detrimental to a HCF, creating a weakened culture of safety, negatively affecting hospital 
functionality (Lipscomb & London, 2015).  
If HCF entities (i.e. executive administration, management, security, and employees) do 
not realize the magnitude of WPV occurrences, regardless of the origin, they may not see the 
necessity to initiate pre-emptive tactics. Underreporting causes a false sense of security for 
HCFs and is considered a significant barrier to appropriately addressing the issue of WPV. 
Many healthcare workers (HCWs) may not report WPV incidences for varying reasons, 
including (a) fear of retaliation from superiors, hospitals, and co-workers, (b) time it takes to fill 
out the paperwork, (c) lack of awareness that the episode is considered WPV, (d) a generalized 
public opinion that WPV is simply “part of the job”, and (e) a clear lack of reporting policy 
(Hsiang-Chu & Sheuan, 2011; Luck, Jackson, & Usher, 2009). Underreporting has also been 
attributed to the patient’s age, medical condition, and perception of intent to harm (Pompeii, 
Schoenfisch, Lipscomb, Dement, & Smith, 2014).  
A perception of organizational unconcern presents a considerable barrier to 
implementing WPV initiatives. Within a fast-paced, sometimes over crowded environment such 
as the ED, multi-tasking and prioritizing patient care under extreme conditions becomes 
commonplace. A dismissive organizational culture contributes to the belief that ED nurses need 
to be tough or resilient and are not easily intimidated or shaken by stressful events (ENA, 2011; 
Gacki-Smith et al., 2009). A belief that (a) their opinion will not make a difference because 
violence is expected and should be tolerated and (b) vulnerabilities are perceived as 
incompetence, further supports the lack of WPV reports by ED nurses (ENA, 2011; Gates et al., 
2011). 
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Recommendations 
The level of patient to staff violence within the HC sector is accelerating, and 
professional organizations (i.e., ENA and the Association of Critical Care Nurses [ACCN]) have 
initiated recommendations to address the issue of WPV, thus prompting HCFs to look internally 
and consider the level of safety within their walls. A person typically enters the hospital through 
the ED in a perceived a crisis, setting the scene for heightened emotions. Many times, these 
subsequent reactions are shared interchangeably between staff, patients, and visitors, 
potentiating an explosive situation. Staff in the ED may react, based on previous experiences 
with aggressive patients, producing generalized defensive care to all patients who exhibit 
difficult or challenging behaviors. Initiating pre-emptive defense measures may be the result of 
such reactions, potentially further aggravating an already volatile interaction.  
Just as it is the responsibility for the employee to provide safe, efficient, cost effective 
care, it is the responsibility of the HC employer to defend this effort by developing facility 
standards and defining procedures to guide superior care while simultaneously providing a safe 
workplace environment. Healthcare employees are demanding that employers initiate efforts to 
ensure personal safety, and many facilities across the United States (U.S.) have adopted 
policies and procedures founded in zero tolerance; states have instituted statutes indicating 
tougher penalties for patients and/or visitors who assault a HCW (OSHA, 2015). Zero tolerance 
policies have become a recommendation from federal agencies as well as medical professional 
organizations (ACEP, 2015; ANA, 2012; APNA, 2008; NIOSH, 2013; OSHA, 2015; TJC, 2016). 
Statement of the Problem 
Too often, violence perpetuated by patients or visitors is perceived as an expected 
component of the job, especially in high stress areas such as an ED. Consequently, many ED 
employees, clinical and non-clinical alike, may accept or overlook violence acts until they 
become so severe that actions to maintain physical safety are required.  
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Acceptance of WPV leads to underreporting by employees, subsequently providing a 
false sense of security and resulting in perceived administration processes that place WPV as a 
lower priority problem. Barriers to the management of WPV (e.g., variability in procedures and 
absence of standardized operational definitions) provide a potentially confusing work 
environment for the employee (APNA, 2008). However, most professional HC organizations 
maintain that violence should not be perceived as an accepted dynamic of work. Therefore, 
HCFs’ efforts to ensure employee safety with standardized, defined policies and procedures 
must be intimately linked (Lipscomb & London, 2015). 
Data from the Literature Supporting Need for the Project 
 Several national surveys have exposed the multi-faceted problem of WPV across 
settings. One of the first investigations of WPV was the 1973 National Crime Victimization 
Survey (NCVS) conducted by the U.S. Bureau of Justice (USBJ, 2014). The USBJ has an 
ongoing data collection and maintains one of the nation’s largest forums for victims to self-report 
characteristics of violent offenders in all settings, evaluating measurements of crime impact 
(USBJ, 2014). Reported WPV, ranging from simple to aggravated assaults, averaged an 
estimated 572,000 workplace victimizations from 1993 to 2003 (USBJ, 2014). 
Recent research has also documented the incidence of WPV within HC settings. The 
Bureau of Labor Statistics (BLS, 2015) has been considered a reputable source of occupational 
injury data when comparing HC violence against other subsets revealing an elevated incidence 
of nonfatal occupational illness and injury related to HC assaults as compared to all other 
industries (BLS, 2015). However, the BLS data have included only those injuries that resulted in 
lost or restricted work days and medical care beyond initial treatment and release from care 
(Lipscomb & London, 2015). Unfortunately, the BLS data did not discriminate or provide 
comparison between patient care areas (i.e., ED vs. other hospital units).  
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Research has revealed that emergency department (ED) nurses experience a 
disproportionate incidence of VV and PV from patients and/or visitors (Speroni, Fitch, Dawson, 
& Dugan, 2014). At least 70% of ED nurses report being either physically or verbally assaulted 
by patients and/or visitors while providing care (Gacki-Smith et al. 2009; Hahn et al., 2013). The 
ENA has reported that patients were the main perpetrators in all incidents of PV (97.8%) and VV 
(92.3%) with the most frequent area of WPV occurring within the triage area (40.2%). The 
American College of Emergency Physicians [ACEP] (2015) has also recently acknowledged an 
increase in WPV and limited community mental health resources and the unavailability of acute 
psychiatric treatment establish a potentially volatile WPV environment within the ED (ACEP, 
2015). 
Within the published report of the Emergency Department Violence Surveillance (EDVS) 
Study, the ENA (2011) reported PV was reported by 12.1% of participants, while 42.5% of those 
responding noted that they had been subjected to VV exclusively. The findings also revealed 
that PV without VV occurred in only 0.8% of all the reported cases (ENA, 2011). This statistic 
provided foundation for the need to educate ED staff on (a) identifying verbal cues of aggression 
and (b) implementing strategies to de-escalate the perpetrator prior to physical contact (ENA, 
2011).  
Despite the data on patient violence toward ED staff, the ENA (2011) identified that 
many of the victims (ED staff) failed to file a formal report for the PV (65.5%) or the VV (86.1%). 
And, of the ED nurses who did report an incident of WPV, 46.7% reported that no action was 
taken against the assailant (ENA, 2011).  
Data from the Clinical Agency Supporting Need for the Project 
The target location for this EBP project was an ED setting of a Midwestern acute care 
hospital. The EBP project facility was a full service, non-profit hospital that served residents of 
an urban community, regardless of ability to pay. It provided short term, acute inpatient medical 
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care as well as numerous outpatient services. The U.S. Census Bureau (USCB, 2015) revealed 
that a population of approximately 80,000 (15.9% of the county) resided in the city where the 
EBP project facility was located (Stats Indiana, 2015). The median household income in 2015 
was approximately $39,000, with approximately 24% of the population living below the poverty 
level (USCB, 2015). Because of its proximity to a neighboring state, there was an additional 
population and payer mix consideration; city residents of the neighboring state also often utilized 
this hospital’s services. The census for that city was approximately 37,000; the average median 
income was $39,500, and 22% of the population was living below the poverty level (USCB, 
2015).  
The combined main communities’ population served by the EBP project facility included 
African American (93%), American Indian/Alaska Native (1.1%), Asian (1.3%), Caucasian 
(78%), and Hispanic (49%) (USCB, 2015). Societal impact upon the HCF could be appreciated 
in the area’s surrounding community. The liquor store density within the EBP project facility 
county was 16.2/100,000 and 15% of the adult (age > 18 years) population reported heavy or 
binge drinking (Indiana Indicators, 2015). The amount of controlled substances prescribed per 
person was reported as 1.46/100,000 (Indiana Indicators, 2015). Under the mental health and 
mental disorders category, 23% of the adult (age > 18 years) population reported no social or 
emotional support (Indiana Indicators, 2015). Violent crimes per 100,000 were reported as 
402.6, homicide mortality rates reveal 15.9/100,000, and firearm mortality rates at 18.1/100,000 
(Indiana Indicators, 2015). Emergency room injury visits per 10,000 population (age-adjusted) 
was indicated as 801.4 (Indiana Indicators, 2015). Combined organized crime groups were 
identified numbering at approximately 18 organized gangs, ranging in number from 10 to 
hundreds of individuals (personal communication, law enforcement gang task force member, 
April 5, 2017). 
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As healthcare reimbursement, legislature, and technology change, so must a HCF in 
order to maintain sustainability. At the time of the EBP project, the hospital facility had an 
average budgeted bed availability of approximately 250, with the ability to accommodate400. 
The hospital had a full service 24/7 ED experiencing approximately 41,000 visits in the past 
year, and specialty areas were on call with a mandatory response time for off hour shifts. The 
ED was continually staffed with a total of direct patient care providers: ED physicians (19), 
nurses (41.6 full time equivalents [FTEs]), ED technicians (40 hours of coverage per day, 7 
FTEs), paramedics and non-clinical support staff employed consistently within the ED (one per 
shift; 168 hours per week, 4.2 FTEs each). In addition, the staffing plan for nurses in the ED was 
six RNs at 7am; increasing to eight RNs at 11am; and at 3pm, nine RNs were manned until 
11pm, when staffing dropped to six RNs until 7am (ED management, personal communication, 
July 1, 2016). However, at the time of implementation, there were 8.0 open RN FTEs, an open 
1.0 FTE paramedic position, and an open ED technician 0.6 FTE. The non-clinical positions 
were fully staffed (ED management, personal communication, July 1, 2016).  
 An internal structure that facilitates employee communication is beneficial to the 
implementation of WPV initiatives (Anderson, FitzGerald, & Luck 2010). Despite the fact that the 
EBP project facility employed online technology for its incident reporting, and this technology 
was expected to be used to report any incident or near miss that could potentially cause harm to 
employees, visitors, patients, or the HCF itself, there were only 35 reported online incidents of 
WPV in the ED from 2010 to 2015 (ED management, personal communication, July 12, 2016). 
The patient population that performed these 35 acts of violence against ED staff was 
summarized into the following presenting histories: 25 patients had an alcohol history, five had 
psychiatric disorders, and five were gang related occurrences (ED management, personal 
communication, July 12, 2016). The various types of PV acts upon staff included spitting, hitting, 
scratching, kicking, pushing, biting, and even throwing a nurse across the room. Interestingly, 
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there was only one incident of VV reported between 2010 and 2015 (ED management, personal 
communication, July 12, 2016). Based on informal discussions and this doctoral student’s 
professional experience, the true prevalence of WPV being experienced within the EBP project 
facility was questioned. Further reports to indicate prevalence of WPV within the EBP project 
facility were obtained from security calls and responses. Between January, 2016 and August, 
2016 there were 219 security request calls made to security for violent patient and/or visitor 
complaints; yet, only eight online incident reports were recorded (Security management, 
personal communication, August 11, 2016). From January 1, 2016 through February 29, 2016, 
the 8-week time period that will be used for comparison for this EBP project, only two online 
incident reports were documented; however, during this same time, there were 68 calls to 
security from the ED requesting assistance due to WPV.  
Responses received from the pre-implementation WPV employee survey (WPV-ES) 
indicated barriers such as time and lack of perception were identified as potential factors to lack 
of reporting. However, of the 54 ED staff respondents, WPV was considered as an accepted 
component of the job personally (57.41%), by their manager (44.44%), and by administration 
(62.9%). In addition, a standardized policy with direction on how to handle WPV incidents as 
well as consistent education was not perceived as being prevalent or encouraged by the EBP 
project facility administration (Table 1.3). 
Purpose of the Evidence-Based Practice Project 
It was identified by this doctoral student that staff education on managing violent patients 
was not consistent across all campuses or across departments of the EBP project facility. It was 
also identified by the director of risk management that a formal policy or procedure was not in 
place (personal communication, February 7, 2016). The director of security opined that policy 
and procedure would assist the relationship of his security officers with ED staff as well as other 
departments (personal communication, February 7, 2016) The WPV task force committee 
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discussed that a policy and procedure directing practice should be developed and instituted in 
conjunction with a program to educate staff on identifying, managing escalation cues prior to 
physical escalation. 
The purpose of the EBP project was to (a) enhance ED staff members’ perceptions of 
facility support for a zero-violence environment and subsequently (b) increase reporting WPV 
incidents. The EBP project incorporated strategies to (a) identify and develop a zero violence 
environment policy and procedure, (b) educate the ED staff of what constitutes WPV and that 
WPV is not considered part of the job, (c) implement a protocol regarding when to notify 
security, identifying the roles and responsibilities of security, (d) provide direction on reporting 
WPV incidents, and (e) evaluate the effectiveness and feasibility of this expanding policy, 
procedure, and education across all the facility departments. 
Compelling Clinical Question 
The lack of standardized, formal definitions, policies, and procedures allow for 
individualized interpretations of how to proceed or react when confronted with a patient 
exhibiting VV or PV. Given that WPV often involves staff employed within emergency settings, a 
compelling question arose: What evidence-based strategies have demonstrated effectiveness in 
reducing WPV within this environment? 
PICOT Question 
Melynk and Fineout-Overholt (2011) have identified the processes to initiate change. 
The first of these steps has included the identification of a clinical problem. This doctoral student 
identified a problem while discussing various incidents that had occurred within the EBP project 
facility ED and critical care settings. As a former full-time clinical ED nurse, this doctoral student 
could easily recall numerous accounts of violent acts, similar to the recent events appreciated in 
the recent literature, perpetrated by patients. A physical attack on a colleague initiated 
conversations amongst many clinical staff about the processes that were in place to protect 
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employees. This doctoral student was approached to participate on a WPV task force 
committee to address the WPV issue and develop a practice change.  
When considering a practice change, a review of the evidence can assist with directing 
the practice and protocol required to improve patient quality and outcomes (Melynk & Fineout-
Overholt, 2011). The next step in the process of change was to develop a question. Therefore, 
the search for an answer to the compelling question led to the development of a question for 
this EBP project, utilizing the population, intervention, comparison, outcome, and time (PICOT) 
variables: Does the implementation of a multi-faceted WPV initiative (I) positively impact (O) the 
emergency department staff’s (P) perception of facility support for a zero-violence environment 
(C) over an 8-weekperiod of time (T)? 
Significance of the EBP Project 
Workplace violence against HCWs is a problem in the HC sector, especially in the ED. 
Emergency departments are considered open units, available to the public 24 hours a day, 365 
days per year. Environmental characteristics of the ED such as having (a) all day access, (b) 
increased waiting times, and (c) a general sense of crisis all provide a petri dish of emotions 
sensitive to an increase of aggression at any given time.  
When policy and procedures are not in place, staff members are left to interpret and 
function based on necessity, potentially reacting to an escalated level of aggression, thereby 
negatively affecting patient care. The goals of the project were to (a) improve perceptions of 
HCF support for a zero-violence environment evidenced by an improvement in the post- 
implementation WPV-ES results within the entities of executive administration, management, 
security, and co-workers and (b) encourage staff to report all incidents of WPV, regardless of 
the origin being organic in nature, age, mental capacity, substance related, etc., as evidenced 
by an increase in online incident reports.  
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CHAPTER 2 
THEORETICAL FRAMEWORK, EBP MODEL, AND REVIEW OF LITERATURE 
Theoretical Framework 
 The processes of instituting a WPV policy must have a foundation of strong collaboration 
between interdepartmental leadership, administration, and employees, as well as outside 
entities. The values, assumptions, and beliefs that are expected attributes from employees 
establish an organization’s culture; therefore, consideration must be given when developing a 
plan for improvement that involves individuals being asked to function outside of comfort 
(McAlearney & Alexander, 2012). Although the HC industry experiences a constant state of 
transformation, modification of processes has become prevalent now more than ever.  
Evidence based practice transforms knowledge into usable application that can be implemented 
within a systems’ context across an entire healthcare team and can have measurable impact on 
performance (Institute of Medicine [IOM], 2011). The use of a theoretical model assists in the 
introduction and description of why the problem exists (Melnyk & Fineout-Overholt, 2011). 
Because of the required organizational change required in the development of a policy and 
procedure for WPV, Kotter’s change model was consulted to guide the EBP project.  
Overview of Theoretical Framework 
Kotter’s change model has become a cornerstone of effectively introducing change into 
the organizational work setting (Burns, Bradley, & Weiner, 2012). Successful HC organizations 
(HCOs) continue to weather the dynamics of offering advanced HC while functioning as a 
business (Kotter, 1996). However, initiating change within an established system is not always 
easy. Improving a process may be met by a HCO’s culture with an “if it’s not broken, why fix it” 
attitude (Burns et al., 2012). Transformation mandates a HCF to look internally at its methods, 
identifying weaknesses which, to some individuals, may be perceived as failures (Burns et al., 
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2012; Kotter & Cohen, 2002). But weakness does not equal failure; acknowledging and 
implementing processes to strengthen vulnerabilities are vital to transformation (Burns et al., 
2012; Kotter & Cohen, 2002). 
Based on evidence gathered from interviews from over 100 organizations about large 
scale change, Kotter and Cohen (2002) asserted that the key to organizational transformation 
lies in appealing to individual emotions. When individuals start to value change, energy builds 
and resistance begins to fade (Kotter & Cohen, 2002). However, the most common mistake 
made in organizations is the inability to create small wins or achievements, thus negating 
momentum (Kotter & Cohen, 2002).  
Kotter (1996) provided an eight-step process to assist with perseverance when faced 
with inevitable challenges and opposition. The eight steps include (a) establishing a sense of 
urgency, (b) creating a guiding coalition, (c) developing a vision and strategy, (d) communicating 
the change vision for buy-in, (e) empowering action and removing barriers (f) creating short-
term achievement, (g) consolidating gains, thus producing more change, and (h) anchoring new 
approaches, thereby amending the culture (Kotter & Cohen, 2002).  
Most improvements focus on the greatest end result; yet, it is the incremental processes 
leading towards the greater goal that should initially demand attention. Therefore, this short term 
EBP project has been developed as foundation for further process implementations with the 
ultimate goal of decreasing the amount of physical violence, thereby transforming culture.   
Application of Theoretical Framework to EBP Project 
The first of Kotter’s (1996) eight step process has focused on creating or increasing a 
sense of urgency. This EBP project arose from an increasing sense of urgency that was 
founded by recent violent episodes of WPV, including one major incident which resulted in 
physical injury for a hospital employee. Thus, it became evident to the EBP project facility 
administration that the workplace processes required amendment.  
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The second step within Kotter’s processes has addressed building the guiding team 
(Kotter, 1996). For this EBP project, a WPV task force committee was developed; the guiding 
team included representative executive administration, managers, and staff members. The team 
was tasked with identifying weaknesses and processes for improvement.  
The third step in Kotter’s processes has involved getting the vision right; Kotter (1996) 
identified that practices within this stage involve the creation of an implementation strategy. In 
the facility of this EBP project, the WPV task force committee’s catalyst for conception was a 
singular initial objective of deploying staff education to deter WPV. This end goal quickly 
amended into a systematic process of internal investigation, highlighting current processes and 
gaps. An internal investigation of reported WPV was conducted in June, 2016 and revealed a 
1:3 discrepancy when comparing the online formal reports compared to the security request 
calls for WPV reasons. The ENA WPV toolkit was consulted and an employee survey was 
developed and deployed in September 2016 to obtain staff member feedback on prevalence of 
WPV, perception of HCF support, and comprehension of what constitutes WPV.  
The previous actions led to Kotter’s fourth step which primarily involved communication 
(Kotter, 1996). Within this EBP project, communication strategies began with a gap analysis that 
allowed the WPV task force to dissect the original objective and acknowledge the importance of 
transparency and consistent communication with key players and ultimately staff members. 
Throughout the process of policy development, communication of WPV initiative progress and 
the education rollout was provided to team players as well as management team members. As 
an active member of the WPV task force, the ED manager maintained communication with the 
development of the EBP project activities as well as reporting results of the EBP project facility 
safety of culture and WPV employee survey. 
The transparency and consistency of communication were important to the 
empowerment and barrier removal activities involved with the Kotter’s (1996) fifth step. Kotter 
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opined that by employing transparent activities, the goal of acceptance can be appreciated. 
Providing an opportunity for staff to visualize the bigger picture creates acceptance of the 
smaller steps required for worthwhile change (Kotter, 1996). Barriers to this EBP project 
included a perception from staff members who had direct patient contact (i.e., nurses, 
technicians, registration personnel, physicians) that hospital facility entities (i.e., executive 
administration, management, security, and fellow co-workers) had not felt their personal safety 
within the EBP project facility was important. There was also a perceived lack of WPV 
knowledge from all staff members of what WPV was, leading to staff reacting rather than 
proactively recognizing WPV cues of escalation. The most significant barrier to the EBP project 
was a standardized policy and procedure directing all staff members to the definition of WPV, 
what constitutes WPV, and how to report WPV.  
Step six, identified by Kotter (1996), involved creating short term wins. This was 
acknowledged during the education sessions. Many staff members who were in attendance 
revealed new insight on how their reporting, or lack thereof, directly affected policy development 
and workplace environment improvements. This new understanding evolved as a sense of new 
vigor within the staff that administration had listened and that their opinions and needs were 
acknowledged.  
The short-term wins have provided a foundation for the final stages within Kotter’s 
process; steps seven and eight involved the activities of making the change stick and 
incorporating the change into daily practice, thus changing culture (Kotter, 1996). Kotter (1996) 
noted that culture transformation is a process, and progression is time consuming. Initially within 
the change process, perceptions of staff may be over zealous, expecting developments to 
eliminate the problem completely. Therefore, one episode of WPV may negate momentum and 
create negativity, creating a sense of letdown. Within this EBP project, communication and 
encouragement was required during these development stages to maintain the change through 
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challenges. Additional educational sessions were added to incorporate opportunity for the rest 
of the hospital staff that were unable to attend the initially planned sessions. In addition, a 
condensed educational lecture was developed by this doctoral student and made available to 
hospital units during their monthly staff meetings. Communication avenues were developed 
between administration and staff on a quarterly basis to share the progress of the WPV 
initiative.  
Strengths and Limitations of Theoretical Framework for EBP Project 
 Kotter’s (1996) change model initiates with creating a sense of urgency. When marketing 
to an individual, emotions typically trigger an internal motivation to act. One trigger may not be 
of as high of a motivator or priority when compared to another, thereby creating the possibility of 
skewed attention to the proposed change action. However, persons, when motivated by a 
situational event, may develop focus and this can be viewed as strength to creating a change 
action.  
The small wins identified by Kotter (1996) are introduced within the fourth step of the 
eight-step process. Individuals involved with the change may have been directed by superiors to 
work on the process; yet, internally, do not feel it as important or as high of a priority. Therefore, 
communicating anticipated initial achievements provides strength to the process and may entice 
those tasked with the work of change to amend their thoughts and actions.  
 Strength of Kotter’s model is identified in encouraging a team approach to make 
decisions. However, if a team is made up of an unequal ratio of leadership to staff, it may create 
intimidating environments for those with lower levels of leadership. Therefore, collaborative 
teams must be formed with stated expectations of equality in thought processes. Visions and 
opinions based on personal experience can provide enhancement to a multi-disciplinary team, 
allowing opportunity of discussion and introduction of different perspectives.  
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A significant limitation of applying Kotter’s change model to this EBP project was the 
actual time and effort required to foster action. When implementing change, acknowledgment of 
hardship to those affected is necessary to promote a culture of acceptance and growth, rather 
than one of punitive nature. If behavior or actions are not set as expectations and clearly 
identified up front, those tasked with the workload of the change process may have a 
challenging time understanding the rational for deviation from status quo. Thus, an 
organizational initiative may remain within the “project” mode, rather than become indoctrinated 
as a natural process that successfully changes its culture.   
Kotter (1996) addressed the importance of communicating small wins, but did not 
necessarily indicate how to disseminate the information. Email is a common avenue of 
interaction but, although convenient, may not always be the ideal avenue as many staff may not 
have time to read or have the technical knowledge to access it. Therefore, multiple modalities of 
communication must be acknowledged.  
Evidence-based Practice Model 
Translating research and implementing change has foundation in EBP. Melnyk and 
Fineholt-Overholt (2011) described EBP as a “problem solving approach to clinical decision-
making that involves the conscientious use of the best available evidence with one’s own clinical 
expertise, patient values, and preferences to improve outcomes for individuals, groups, 
communities and systems” (p. 575). Therefore, EBP is the process of integrating existing 
knowledge to make decisions about implementing change based on the best available research. 
(Ciliska et al., 2011). Change implementation has had the potential to be met with resistance 
from many levels. When attempting to overcome opposition, it has been noted that one must 
include those affected in the creation process. Obtaining evidence-based research, as well as 
referencing studies conducted on similar practices, was deemed to be helpful in driving the 
process of change within this EBP project.  
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Overview of EBP Model 
The purpose of The Iowa Model of Evidence-Based Practice to Promote Quality Care 
has been to promote quality care, providing multi-phase direction when making decisions about 
day to day practices (Melynk & Fineout-Overholt, 2011). Basing its process on problem-solving 
steps, the Iowa EBP model has been useful within hospital practices and applicable in large 
organizations as it addresses translation and implementation with the inclusion of feedback 
loops (Ciliska et al., 2011; Schaffer, Sandau, & Diedrick, 2012). The Iowa model included a 
series of steps: identify a clinical problem, form a team, critique and synthesize the literature, 
identify if the research is sufficient to develop a practice change, analyze outcome data, and 
disseminate results (Ciliska et al., 2011; Schaffer et al., 2012).  
The first step within the Iowa EBP model, identification of a clinical problem, usually 
experienced by a trigger or acknowledgement, has typically been the catalyst for change 
(Ciliska et al., 2011). A recent Type II WPV event, experienced by an employee while rendering 
clinical care initiated an examination of current processes. The lack of standardized policy and 
procedure, lack of reporting compliance, and minimal WPV trained staff were identified. These 
gaps could influence a culture of dismissal and allow for an unsafe WPV environment.  
The next steps of the Iowa EBP model consist of forming a team and consultation of the 
current evidence. A sub-committee of the EBP project facility’s safety committee was formed 
(WPV task force) and tasked with investigating, developing, and implementing WPV 
improvements. An initial undertaking of this committee was investigating current processes and 
consultation of professional recommendations. The WPV task force members identified a lack 
standardized policy and procedure within the EBP project facility and the organizational system.  
The next steps of the Iowa EBP model involve synthesis of the evidence, identification of 
there is sufficient evidence, and if the recommendations for change are appropriate for practice 
adoption. Ciliska et al. (2011) identified knowledge based triggers originate from scientific 
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evidence, such as national guidelines, leading practitioners to scrutinize current practice. 
Recommendations for change within this EBP project were identified within national 
professional organizations (e.g., ENA) and were founded by evidence. The ENA (2011) reported 
that hospitals that had no formalized reporting policy or did not have a zero-tolerance policy had 
an increase in reported WPV rates (18.3% and 13.7%, respectively) when compared to facilities 
that employed and supported a zero-tolerance policy (9.1%). A higher hospital administration 
commitment for the management and presence of reporting policies via a zero-tolerance 
methodology had also been associated with lower rates of WPV (ENA, 2011).  
Application of EBP Model to EBP Project 
Utilizing the Iowa EBP model identified a catalyst, prompting an individual or facility to 
investigate a practice change. A severe physical injury to an employee while conducting 
standard clinical care at the hands of a visitor prompted administration to address safety within 
the EBP project facility walls. An internal investigation of the EBP project facility practices 
produced additional incentives for practice change, such as assumptions that HCF staff 
members are trained to recognize and handle WPV efficiently or the presence of security and 
police is enough to maintain a safe environment. Without a standardized policy and related 
procedures, staff may function with ambiguity. It was identified within this EBP project facility 
that although security had been present, there had been incorrect assumptions of the security 
and ED staff intricacies and the interaction between the two entities.  
Consideration of how a topic fits within organizational priority is necessary. Following 
guidance of the Iowa EBP model, if the identified topic is a priority for the organization and there 
is commitment to addressing the topic, literature review is conducted and the evidence is 
critiqued and synthesized to determine if a piloted change in practice is appropriate. Within the 
Iowa EBP model, a collaborative team approach is recommended, and this team should include 
stakeholders (i.e., staff, managers, advanced practice registered nurses [APRNs], & 
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interdisciplinary colleagues) (Ciliska et al., 2011). Within this EBP project, a task force was 
formed as a sub-committee of the EBP project facility’s safety committee and included 
representatives from leadership, education, employee assistance, communication, nursing, risk 
management, and security. This doctoral student was included as a member of the task force 
and worked in partnership with the medical librarian to obtain and exhaust the available best 
practice evidence which was then presented to the WPV task force committee.  
When the evidence is sufficiently synthesized, the team determines the feasibility and 
effectiveness of the purposed change (Ciliska et al., 2011). Selecting outcomes to be measured, 
collecting baseline data, and designing guidelines are all components to be achieved during this 
phase of the Iowa EBP model (Ciliska et al., 2011). At this step of the Iowa model, pilot 
development is based on key indicators within the evidence specific to the facility and its needs 
(Ciliska et al., 2011). After the evidence (from the literature and the WPV employee survey) was 
evaluated, the WPV task force committee determined the development and implementation of 
formal procedures and policy was the foundational component to the WPV initiative.  
The Iowa EBP model is not linear, but rather allows for continuation of forward 
movement to continually progress. Utilization of the feedback loops within the Iowa model have 
allowed for reflection, analysis, evaluation, and modification of the process based on facility 
requirements and limitations (Ciliska et al., 2011). Within this EBP project, the WPV task force 
utilized various documented recommendations and guidelines as a template for action and met 
frequently to provide feedback on the implementation progress. 
It is recommended that outcome indicators are evaluated before and after the 
implementation of the practice change (Ciliska et al., 2011). A comparison of data, pre- and 
post- policy implementation, is the last step of the Iowa model (Ciliska et al., 2011). Education 
roll out evaluation results were shared by this doctoral student to the WPV task force committee 
and leadership via the management team meetings. This allowed for further discussion and 
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resulted in a request for additional educational sessions so that more staff members were able 
to take advantage of the WPV learning opportunity.  
Strengths and Limitations of EBP Model for EBP Project 
 A systematic EBP model, such as the Iowa model, has strength in its applicability within 
an organization. The Iowa model emphasizes team decision making, providing a logical method 
of implementing improvements. The process identified within the Iowa EBP model algorithm 
provides a template which users may follow, regardless of their experience in EBP. Additional 
strength of the Iowa EBP model is its transferability across a wide variety of areas, most notably 
within acute care environments (Schaffer et al., 2012). Although resistance is a concept that 
must be acknowledged with any process change, the interaction woven within the Iowa model 
process encourages transparency and compromise between team members, solidifying the 
foundation required for change. The acknowledgement and inclusion of a trial period also allows 
for additional team interaction to discuss, via feedback, the strengths and weaknesses in real 
time, thereby, improving the process prior to large scale implementation.  
 Although the Iowa model has provided an efficient arrangement of steps for an EBP 
change, one limitation in using the Iowa model is that does not necessarily provide a template 
for the intricacies required for implementation. A limitation was acknowledged in the lack of 
connection to the education or communication to front line staff. Sharing what worked, areas for 
improvement, and lessons learned allows for distribution of knowledge, thus providing 
applicability to other entities experiencing similar evaluations of change. Therefore, if 
communication of improvement is not included into the process or not addressed, an 
organization may fall back on its previous established practices. 
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Literature Search 
Sources Examined for Relevant Evidence 
A review of the literature originated with the PICOT question and utilized the Iowa model 
phases of assembling, critiquing, and synthesizing relevant research. A three-step strategy 
search was conducted from April 2016 through July 2016.An initial limited search of CINAHL 
and MEDLINE was undertaken and utilized as an exploration of key text words contained in the 
title, abstract, and index. The MeSH terms were then streamlined and incorporated into 
additional searching across all included databases. A third review of reference lists as well as 
hand searching was undertaken for additional studies.  
The databases searched included CINAHL, Cochrane Library, Google Scholar, Johanna 
Briggs Institute (JBI), Medline, ProQuest, and Virginia Henderson Global Nursing E-Repository 
(VHGN). Studies published between 2009 and 2016 were considered with the following 
keywords "workplace violence" OR "patient violence" OR "patient aggression" OR "patient 
assault" AND "interven*" OR "Implement*" OR "practice" OR "program" AND "train*" OR 
"Prevent*" OR "policy" OR "procedure" OR "rapid response" OR "educat*" AND hosp* OR 
"nurs*" OR "emergency department" OR "emergency room" OR "emergency service.” Selected 
research was reviewed utilizing the Johns Hopkins tools and leveling criteria formatted by 
Melynk and Fineout-Overholt (2011). The initial search strategy identified 255 potential articles. 
A title and abstract review was conducted and streamlined to a result of 38 pieces of evidence 
which were analyzed further for inclusion. A combined total of 22 articles were duplicates. The 
resulting in 16pieces of evidence supported the designed intervention (See Figure 2.1). 
Inclusion criteria comprised those studies (a) conducted within a hospital setting, (b) 
written in English, (c) peer reviewed, (d) scholarly, and (e) identifying interventions including 
policy development. The focus was specific to acute care and ED; however, all healthcare 
specialties were given consideration. All specialties of nursing were eligible for inclusion, but 
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those articles that focused on emergency or critical care areas were of importance. Attention 
was placed on the review of research articles; however, expert opinions of implementation were 
also searched for inclusion. Studies conducted outside of the U.S. were also considered for 
inclusion if the research was conducted in a setting similar to that of the proposed EBP project 
facility. Those articles that focused on lateral bullying, incivility between HCWs, or 
interdepartmental conflict (Type III), although important, were excluded to allow for more 
examination on Type II violence. Studies that included restraint and/or seclusion for behaviors 
such as those seen with dementia or sundowners in hospitalized patients were also excluded 
because the development of policy within the EBP project facility has a foundation of utilizing 
acts to avoid these interventions at all costs. Articles were also excluded if policy and 
procedures were not included in the research (See Figure2.1). 
Levels of Evidence 
According to the Iowa Model, forming a team and assembling relevant research includes 
the process of critically appraising supporting articles. Multiple databases were consulted to 
tease out available evidence appropriate to the EBP project (See Table 1.1). A systematic 
search of available databases was conducted until the main search terminology was identified. 
Revisiting each database with the common search terms resulted in sufficient exhaustion of 
available evidence. Selected research was then assessed for leveling criteria utilizing the 
hierarchy of evidence from Melynk and Fineout-Overholt (2011). Level I evidence is from meta-
analysis or systematic reviews of randomized control trials (RCT); a singular well designed RCT 
ranks as Level II evidence (Melynk & Fineout-Overholt, 2011). Level III includes evidence from a 
controlled trial without randomization. Level IV evidence is from single case-control and cohort 
studies (Melynk & Fineout-Overholt, 2011). Level V consists of evidence from systematic 
reviews of descriptive and qualitative studies, while evidence from a single descriptive or 
qualitative study is level VI (Melynk & Fineout-Overholt, 2011). Level VII evidence includes 
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expert opinions (Melynk & Fineout-Overholt, 2011). A summary of evidence from Levels I 
through VII has been included within Table 2.1. 
Appraisal of Relevant Evidence 
Selected research was assessed for quality, utilizing the Johns Hopkins evidence 
appraisal tools (JHEATs). The JHEATs for research and non-research provided a template and 
step-by-step methodology to appraise the selected evidence (Johns Hopkins Medicine [JHM], 
2016). The quality of evidence categories within the JHEATs included high, good, and fair, and 
encompassed research, summative reviews, organizational, and expert opinion (JHM, 2016).  
“High” quality in research studies has been defined as those with sufficient sample size, 
adequate control, and definitive conclusions; summative reviews are well-defined with 
reproducible search strategies (JHM, 2016). Organizational studies indicate a rigorous approach 
with the use of reliable and valid measures and expert opinion expertise is clearly evident (JHM, 
2016).  
A “good” rating of quality is given to those research studies that indicate reasonably 
consistent results with some control and fairly definitive conclusions; summative reviews are 
reasonably thorough with sufficient numbers of defined studies (JHM, 2016). Organizational 
research rated as good quality correlates with the use of reliable and valid measures with 
reasonably consistent recommendations while expert opinion is rated good strength if it appears 
to be credible (JHM, 2016).  
Fair quality appraisal includes research studies that reveal little evidence with 
inconsistent results, insufficient sample size, or conclusions cannot be drawn; summative 
reviews have poorly defined or limited search strategies and inconsistent results (JHM, 2016). 
Organizational methods in fair quality evidence lack adequate reliability or validity, are 
undefined or reveal poorly defined measures while expert opinion is not discernable (JHM, 
2016).  
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The JHEAT for non-research was used to appraise literature reviews, organizational 
methods, case reports, and expert opinions, while the research JHEAT was utilized to 
randomized control trials (RCTs), systematic reviews, meta-analyses, and other research 
studies. The JHEATs include initial questions for the evaluator to determine difference between 
the uses of research versus non-research. The research tool initiates with the identification of a 
report being a single versus multiple study research, with a yes/no answer determining leveling, 
similar to Melynk and Fineout-Overholt’s (2011) levels of evidence pyramid. Quality appraisal is 
then further assessed with the use of 15 yes/no questions for research studies and 12 yes/no 
questions. The non-research evidence tool has 4 to 6 yes/no questions, based on the type of 
study being assessed. Both JHEATs provided description of evidence strength, making them 
appropriate for the final evidence appraisal of this EBP project. Seventeen pieces of evidence 
were appraised: four Level I (three high quality JBI summaries and one clinical practice 
guideline), three level III (one good quality case control and two high quality cohort studies), four 
Level IV (three good quality literature reviews and one high quality narrative review), one Level 
VI (a good quality descriptive study and five Level VII high quality expert opinions).  
Level I. The Joanna Briggs Institute is an international nonprofit center dedicated to 
research and development within the Faculty of Health Sciences at the University of Adelaide, 
South Australia (JBI, 2016a). The JBI collaborates internationally with over 70 entities across 
the world to make available the best evidence for clinical decision making (JBI, 2016a). A review 
of the JBI resulted in the identification of three high quality evidence summaries and one clinical 
practice guideline of high quality. 
The purpose of the JBI high quality evidence summary conducted by Long (2016) was to 
identify the best available evidence regarding the management of aggression and violence in 
healthcare facilities as well as to identify potential sources of WPV in HC settings, including 
clients/patients, and co-workers. Two expert opinions, two comparative studies, two systematic 
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reviews, two cross sectional studies, one literature review, three RCTs with 223, 597, and 158 
participants, and one retrospective study that included 15, 615 participants were included in the 
evidence summary (Long, 2016). Healthcare workers, especially ED employees, have been 
recognized as functioning in high risk assault situations (Long, 2016). One of the systematic 
reviews included in Long’s evidence summary examined risk factors and consequences of 
nonfatal violence and the researchers (Oostrom & Mierlo, 2008) concluded that HCWs were 
subject to an incident of WPV at least once during their professional careers (Long, 2016). 
Therefore, Long’s summary focused on management of three prevention strategies defined as 
(a) primary prevention (reduction of risk for WPV), (b) secondary prevention (reduction of 
duration and extent of the violence), and (c) tertiary prevention (timely support and assistance 
provided to individuals exposed to violence). Long presented recommendations: (a) healthcare 
workers should participate in an aggression management training program (Grade B); (b) 
persons who have been exposed to violence should receive timely support and assistance 
following the incident (Grade B); and (c) therefore, HC management should focus on 
preventative strategies to reduce risk factors known to be associated with WPV (Grade B; Long, 
2016). Long (2016) also recommended that employers and nursing organizations, in response 
to ongoing HCWPV, develop policies (Grade B), keeping in mind that emotional and/or 
psychological injury following WPV has a strong negative effect on staff (Grade B).  
In addition to the evidence provided by Long (2106), the JBI (2016b) included other 
collated evidence, and the JBI experts developed a clinical practice guideline related to patient 
aggression. Prevention strategies identified by Long (2016) were utilized in the development of 
patient aggression clinical practice guidelines developed by the JBI (2016b). Recommended 
practice included identifying risk factors and presented a risk assessment determining that a 
patient poses a risk if (a) exhibiting agitation or restlessness (b) exhibiting resistance against 
treatment; (c) requiring aggression management, (d) having a history of threatening or 
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aggressive behavior, (e) having made threats towards people or property, (f) having family 
members that place staff or others at risk, (g) having a known history of drug or alcohol misuse, 
or (h) having a medical condition that may lead to misinterpretation of the environment or staff 
care activities (JBI, 2016b). Consistent with evidence included in the collated research, and in 
an effort to combat aggression, the JBI (2016b) recommended development and 
implementation of an aggression prevention program that includes (a) participation in 
aggression management training, (b) timely support and assistance following the incident for 
those exposed, (c) a management focus on preventative strategies, and (d) policy development 
allowing HCW reporting avenues and taking legal action if required. The JBI (2016b) experts 
identified the importance of an organizational philosophy that is intolerant of violence and 
aggression and further expounded on the WPV program having a foundation of zero tolerance. 
A promotional campaign was suggested to be utilized to communicate to employees the value 
that the organization holds for their employees’ well-being and safety in the workplace (JBI, 
2016b). A risk management framework inclusive of a process for assessing potential risk of 
violence, subsequent strategies, and a response to aggression that considers not only the 
patient’s safety, but also the staff’s safety was included in further recommendations. The JBI 
(2016b) clinical practice guideline included (a) active involvement of senior clinicians and 
administrators, (b) debriefing and defusing mechanisms to support those staff that have been 
exposed to WPV, (c) ongoing evaluation and development of WPV programs, and (d) an 
educational program, accessible to all staff, that focuses on controlling the risk of violence and 
aggression.  
Although this EBP project focuses solely on patients seen in the ED, medical 
organizations have acknowledged the influx of psychiatric emergencies in the ED setting 
(ACEP, 2015). Therefore, researchers addressing violence in the psychiatric population 
provided support for this EBP project. Chen (2015) conducted a high-quality summary of 
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evidence to answer a question similar to that of this EBP project: What are the most effective 
strategies for management of violence in psychiatric patients? Two clinical guidelines, a 
systematic review of 66 studies, a Cochrane systematic review, a prospective non-randomized 
intervention study with pre-and post-intervention comparisons from 854 staff of 41 hospital 
wards, and a review of two RCTs were contributory to Chen’s best practice recommendations. 
Chen reported that the evidence suggested that environmental factors (e.g., physical 
interventions and communication) affected the incidence of disturbed/violent incidents. The 
author also identified that previous episodes of aggression or increased length of stays within an 
in-patient setting could predict violence; therefore, a focus on three levels of prevention would 
promote a more positive violence prevention climate (Chen, 2015). Chen posited the importance 
of the physical and therapeutic environment as having had a strong, mitigating, effect on the 
short-term management of violent behavior (Grade B). Therefore, best practice 
recommendations included having a local policy for training employees and staff specifying (a) 
who will receive what level of training, (b) how often they will be trained, and (c) the technique in 
which they will be trained (Grade B). The training should include methods of anticipating, de-
escalating, or coping with violent behavior (Grade B; Chen, 2015). Chen also noted that 
physical intervention should be avoided if possible; seclusion, if utilized, should be for the 
shortest time possible, and a combination of an antipsychotic and benzodiazepine is 
recommended if other methods of violence control are refused, not indicated, or ineffective 
(Grade B). 
The inquiry into identifying best strategies for managing violence was a catalyst for this 
EBP project. The evidence summarized by Chen provided a foundation for this EBP project. 
The recommendation for developing a policy for training employees and staff were particularly 
applicable to this project.  
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Additional management strategies for aggressive patient behaviors were also addressed 
by Kynoch, Wu, and Chang (2011). Kynoch et al. conducted a high quality systematic review on 
quantitative research published from 1990 to 2007 to explore the best practice in the prevention 
and management of aggressive behaviors in patients admitted to an acute hospital setting. 
Their three-step strategy considered any RCT that evaluated the effectiveness of prevention, 
intervention, and management of patients who exhibited aggressive behaviors in an acute 
hospital setting (Kynoch et al., 2011). The thirteen studies meeting inclusion criteria evaluated 
one or more interventions, with the patient aggression as the primary outcome of interest. The 
included studies ranged from level 2 to 3 on JBI levels of evidence, and the evidence supported 
that (a) education and training of acute care nurses in aggression management techniques are 
beneficial, (b) the use of medications as needed could be effective in minimizing harm, and (c) 
specific interventions such as physical restraints could play a role in aggression management.  
Within the systematic review by Kynoch et al. (2011), findings from three individual 
studies (Arnetz & Arnetz, 2000; Deans, 2003; Grenyer et al., 2004) were identified as pertinent 
to the EBP project, as each of these researchers investigated the use of staff training programs 
to reduce the incidence of aggressive behaviors. The overall results of these studies indicated 
that the use of well-designed staff training programs could prepare nurses to manage patient 
aggression through increased knowledge, skills, attitudes, and confidence. A study (Arnetz & 
Arnetz, 2000) within the Kynoch, et al. review was also of particular interest, as the controlled 
prospective one-year study investigated staff training programs undertaken in 47 randomly 
assigned HC settings (intervention group [utilizing a violent incident form, receiving written 
feedback, and participating in group discussion following WPV], n = 24 workplaces; control 
group [utilizing a violent incident form], n = 23 workplaces). A 50% increase in incident reporting 
was noted in the intervention HC (OR = 1.49; 95%CI [1.07-2.06], p < 0.05), and those working 
within the intervention HC sites reported greater awareness of (a) risk situations for violence (p 
WORKPLACE VIOLENCE  43 
 
< 0.05), (b) how potentially dangerous situations could be avoided (p < 0.05), and (c) how to 
deal with aggressive patients (p < 0.05) (Arnetz & Arnetz, 2000). After analyzing the results of 
the findings of the Arnetz and Arnetz study and reviewing the additional evidence within their 
systematic review, Kynoch et al. recommended basic training and guidance through established 
policy to manage patient aggression, thus ensuring employees’ preparedness and improved 
self-efficacy (Level 3).  
 Perceived knowledge deficit was identified as a weakness prior to the EBP project. The 
inquiry into training programs was a priority for the WPV task force committee. The evidence 
specific to staff training programs within Kynoch et al. (2011) was of interest to this project.    
Level IV. The ENA (2011) conducted a high-quality cohort study to measure violence 
toward ED nurses and the nurses’ responses to violence. Data for this ongoing survey were 
collected from May 2009 to January 2011 and included a convenience sample of 7,169 ENA 
nurse members (ENA, 2011). Verbal violence was more commonly reported than PV; 12.1% of 
nurses reported experiencing PV with or without VV, while 42.5% reported experiencing VV 
alone (ENA, 2011). Nurses who reported a hospital administration commitment to WPV were 
less likely to experience WPV (OR = .81 and .77, respectively) (ENA, 2011). Three tolerance 
policy categories were identified: (a) no reporting policy, (b) no identified zero tolerance 
reporting policy, and (c) the presence of an identified zero tolerance reporting policy (ENA, 
2011). Facilities that had culture of safety commitment with an established zero tolerance policy 
process were identified as having the lowest risk of WPV (9.1%) as compared to facilities that 
had a policy that was not zero tolerance (13.7%), and facilities without any formal policy 
experienced the highest percentage of WPV reports (18.8%) (ENA, 2011). Interestingly, even 
though the ENA revealed that the presence of reporting policies was associated with lower odds 
of PV and VV, the majority of participants who were victims of WPV reported not filing a formal 
event for PV (65.5%) or VV (86.1%) (ENA, 2011). 
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The ENA is a frequent resource for the ED and this study was of particular interest to 
this project. The study results provided foundation for the implementation of a policy specific to 
a zero-violence environment as well as supported the importance of administrative backing for 
success.  
Evidence reinforcing the effectiveness of a WPV program in a suburban setting was 
represented in a good quality retrospective cohort study conducted by Gillespie, Gates, Mentzel, 
Al-Natour, and Kowalenko (2013). Gillespie et al. (2013) assessed strategies for creating a safer 
wok environment within three U.S. hospital-based ED’s. Written policies included (a) 
implementing strategies for risk assessment, (b) maintaining a safe environment, (c) 
communicating risk, (d) responding to violent events, (e) recordkeeping, (f) conducting 
surveillance, and (g) providing post-incidence care (Gillespie et al., 2013). An educational 
component included uniform online training and didactic content for the three EDs, while 
environmental changes (e.g., policy implementation) were site specific (Gillespie et al., 2013). 
The degree of success varied among sites regarding the implementation subcomponents 
(Gillespie et al., 2013). The smaller, suburban ED ranked highest in institutionalizing and 
sustaining the interventions over a 9-month timeframe. The employees at the suburban ED 
rated their administration commitment highest (M = 7.3) when compared to those employees 
from the urban ED (M = 7.0) and Level I Trauma Center (M = 6.3) (Gillespie et al., 2013). The 
suburban ED employees also rated the program benefit higher (M =  6.6) than the urban ED (M 
=  5.8) and Level I Trauma Center employees (M = 4.1). Nurses (n = 35) evaluate program 
benefits higher (M = 5.3) than physicians (n = 9), who rated the lowest benefit (M = 3.9) 
(Gillespie et al., 2013). 
Similar to the facility for this EBP project, Gillespie et al. (2013) deemed that 
environmental changes, education utilizing various modalities, and post incident care were most 
important within a WPV program. The authors discussed action partnerships as being a positive 
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influence upon change (Gillespie et al., 2013). A collaborative team, such as the WPV task force 
committee for this EBP project, often has members from varying specialties. Therefore, 
competing priorities have the potential to negate success. However, this doctoral student 
appreciated the association of the interventions utilized by Gillespie et al. with the Iowa EBP 
model (the model selected for this EBP project), as actions were taken by Gillespie et al. to 
systematically reflect on practice processes, utilizing feedback loops to make informed 
decisions for improvements (Gillespie et al., 2013).   
Level V. Strategies of violent patient management continued to be evaluated throughout 
the literature. Wassell (2009) conducted a high-quality literature review of 100 papers with the 
purpose of determining effectiveness of interventions in preventing WPV. The appraised 
research included review papers (14%), cohort studies (11%), case control (7%), cross 
sectional and uncontrolled studies (36%) and expert opinions (31%) (Wassell, 2009). The HC 
industry was identified with 54% of the literature reviewed as being the most important industry 
for preventing WPV (Wassell, 2009). Within the Wassell literature review, patient management 
strategies were associated with decreased levels of Type II WPV. Nine studies evaluated Type 
II violence with regard to facility interventions; six studies addressed training programs, two of 
those were focused within acute hospital settings (Wassell, 2009). Two cohort studies indicated 
that formal training in violence prevention resulted in positive effects, such as an improvement in 
staff knowledge and awareness as well as confidence in dealing with aggressive patients, but 
did not decrease injury to the staff (Wassell, 2009). Wassell discussed four separate studies 
that addressed interventions focused on organizational and management; the institution of 
policy within these studies resulted in reduced effects of WPV (e.g., injuries and missed work 
time), and each acknowledged a decrease in aggressive incidents (Wassell, 2009). One study 
included within Wassell’s review was of interest to this EBP project; Nachreiner et al. (2005) 
utilized the Minnesota Nurses Study data to review the association of work policies related to 
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violence prevention and physical assaults. Of the eight policy components assessed by 
Nachreiner et al., two revealed a significance in reducing the risk for WPV (OR = 0.5): (a) zero 
tolerance for violence at any level and (b) inclusion of a published list of types of prohibited 
violent behaviors such as assault, threat, sexual harassment, and verbal abuse (Nachreiner et 
al., 2005). 
Policy inclusion and exclusion criteria were a much-discussed topic of interest for this 
EBP project and within the WPV task force committee meetings. The policy went through 
multiple drafts. The inclusion and exclusion criteria were discussed in depth within the WPV task 
force committee meetings. The review conducted by Wassell (2009) was of particular interest 
for the project with regard to the association of policy and reduced effects of WPV.  
Evidence has suggested that a comprehensive WPV program should include training for 
staff members that are at risk for encountering PVV. Heckemann et al. (2015) conducted a high 
quality narrative review with the purpose of collating research published between January 2000 
and September 2011 that addressed the effect of aggression management training for nurses 
and nursing students working in general hospitals. Nine studies (two with a weak, six with a 
moderate, and one with a strong study design) were included; four were cohort studies without 
control groups, two were longitudinal cohort studies, one was a pre-post-test non-equivalent 
control study, one was a quasi-experimental pre-post-test design control study, and one was a 
within and between groups design study. Five studies were conducted in schools of nursing, 
three included all hospital staff, and one addressed emergency department staff. Although the 
outcomes of all studies demonstrated improved effects on individual participant attributes, the 
evaluated studies involved training programs of varied length, delivery, and topics (including 
breakaway or escape techniques in six studies and coping and post-incident care four studies). 
Seven of the nine studies assessed changes in confidence and/or attitude, citing the training as 
having positively influenced staff. Four of the studies specifically evaluated policies on violence. 
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Heckemann et al. concluded that learned aggression management techniques may not be put 
into action if a HCF has limited support for WPV preparedness improvement. Therefore, 
Heckemann et al.’s recommendations included utilizing a comprehensive organization approach 
based on integration of policy and procedures addressing health and safety, and policy 
(Heckemann et al., 2015). 
Heckemann et al. (2015) indicated that there does not appear to be one tried and true 
training program to reduce violent acts. However, Heckemann et al.’s evidence did suggest that 
training improved participants’ attitudes and self-efficacy. The researchers’ focus on training and 
policy implementation were of importance to the interventions included within this EBP project.    
Although one specific training program may not directly affect the amount of violence, it 
does appear that staff education was correlated with the decrease in severity of WPV incidents. 
An updated review of the literature regarding the management of violence in the emergency 
department was conducted by Tishler, Reiss, and Dundas (2013). This narrative review of good 
quality had a focus on mental health professionals working in the ED setting and included 
information on risk factors, antecedents, signs of violence, prevention, and intervention (Tishler 
et al., 2013). Tishler et al. noted that several studies reinforced the link between training and a 
decrease of WPV by patients concerning staff reporting feelings of administrative support, yet 
the reviewers noted that violent behavior continues to be a pressing concern. Tishler et al. 
reported that institutions that indicated the lowest frequency of violent incidents had the most 
well-educated staff members. Based on their review of the literature Tishler et al. recommended 
that topics of education should include clear policies and procedures that incorporate (a) 
responding to and reporting violent behavior, (b) initial trainings on WPV, and (c) continuing 
education for new and experienced ED staff that differentiate techniques for assessing and 
responding to violent behavior (Tishler et al., 2013). Tishler et al. also opined that the best 
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training practice could be modified by local policy and procedures to assure staff are well 
prepared to handle WPV when it arises. 
 Similar to the opinions of Tishler et al. (2013), the WPV task force committee determined 
that policy components needed to include direction for staff members on the reporting 
mechanisms as well as what constitutes violence. The evidence summarized by Tishler et al. 
(2013) was particularly applicable within this EBP project, providing foundation for the WPV task 
force committee’s modification of the WPV employee survey to assess the needs specific to the 
EBP project facility.  
In addition to WPV training, interventions for WPV directed against ED nurses have 
underpinnings in policy design. Anderson, FitzGerald, and Luck (2010) conducted a high quality 
integrative review set forth with a purpose of informing researchers and policy makers about 
WPV policy development, implementation, and evaluation of emergency nursing anti-violence 
and counter-violence interventions. Fourteen Level IV documents published between 1986 and 
2007 were chosen for final appraisal; ten were primary research and four were reviews 
(Anderson et al., 2010). Anderson et al. classified the evaluated evidence into three groups: (a) 
workplace environment, (b) workplace practices and policies, and (c) individual and collective 
skills sets. Three studies dealt with interventions focused on changing human behavior by 
manipulating the physical environment (e.g., utilizing technology such as metal detectors); 
Anderson et al. determined that the presence of metal detectors did not deter most people from 
coming to the ED nor did their presence create a climate of fear. In addition, Anderson et al. 
reported that the evidence revealed most staff and consumers felt safer with the use of metal 
detectors. Two studies within the Anderson et al. review examined interventions influencing 
organizational practice with the intent of modifying behavior. One study discussed the 1993 
Hospital Security Act as a catalyst that compelled hospitals to create systems and processes 
that increased hospital physical security measures; the second study focused on practice 
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transformation utilizing an improved reporting form and process. Anderson et al. found that 
policy that mandated investigations and subsequent feedback made reporting WPV processes 
more meaningful for nursing staff. A study of interest within the Anderson et al. review (Gray, 
2006) revealed a positive influence on reporting when a formalized incident reporting system 
was in place: monthly reporting increased from 25% to 270% with the institute of a formalized 
reporting system (Anderson et al., 2010). 
The WPV employee survey initially reflected that staff members were not reporting or 
reporting incorrectly; thus, a change in practice was warranted. The evidence summarized by 
Anderson et al. (2010) provided strength for the inclusion of the incident reporting system 
improvement and communication feedback within this EBP project.     
Level VI. When planning to initiate an EBP project, an evaluation of expected 
hindrances to change should be included. Blando, Ridenour, Hartley, and Casteel (2015) 
conducted a good quality, descriptive study to identify major barriers to the implementation of 
effective violence prevention programs. The New Jersey Violence Prevention in Healthcare 
Facilities Act was in effect; therefore, the facilities involved were required to form a WPV 
committee, utilize reporting systems to track violent incidents, conduct annual security reviews 
of the hospital environment, and have a comprehensive policy and WPV prevention plan in 
place (Blando et al., 2015). With a purpose of characterizing their perceptions and opinions of 
WPV, a convenience sample (N = 27) of unionized nurses and allied health professionals from 
different New Jersey HC organizations were divided into two focus groups of whom nearly all 
participants (92.5%) worked in a hospital setting and had direct patient contact (Blando et al., 
2015). Seven themes were identified as barriers to implementation: (a) lack of action, (b) varied 
perceptions of WPV, (c) bullying, (d) impact of money and profit driven management, (e) lack of 
management accountability, (f) intense focus of HCO on customer service, (g) weak social 
service and law enforcement approaches to mentally ill patients (Blando et al., 2015). Lack of 
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reporting action was considered a result of perception that reporting efforts were useless 
because there were either no corrective actions taken or the intended corrective efforts were 
ineffective (Blando et al., 2015). An organizational culture of profit driven management and 
financial concerns was associated with perceived lack of motivation and identified as a barrier to 
successful WPV program implementation (Blando et al., 2015). Blando et al. found that 
participants reported perceived lack of accountability from organizational leadership, deeming 
the WPV policies and procedures ineffective and perpetuating a culture of WPV acceptance 
(Blando et al, 2015). Blando et al. opined that the incentive to ensure safety of staff must be 
derived from a hospital leadership acknowledgement that WPV does occur and that WPV has a 
significant impact on the HCO (Blando et al., 2015). 
The lack of action themes within the research conducted by Blando et al. (2015) were 
consistent with the WPV employee survey results regarding staff perception of HCF executive 
leadership support. A 3:1 ratio difference was identified when comparing the number of security 
request calls to online incident reporting completion. This research article is of importance to 
this project because Blando et al. emphasized the complex process of cultivating an 
environment of shared responsibility. If the leaders of the HCF are perceived as turning a blind 
eye to the problems within its culture, they may lose trust from the staff experiencing WPV 
(Blando et al.,2015). Reporting of incidents will most likely fall by the wayside, consequently 
supplying administration a false impression of its facility’s safety, thus perpetuating a fractured 
culture of safety (Blando, et al., 2015).  
Level VII. Focusing on a culture of safety, the American Nurses Association (ANA) 
called upon HC employers to implement violence prevention programs (Sachs & Jones, 2015). 
A high-quality position statement was developed by a panel of registered nurses, representing 
clinicians, executives, and educators who addressed a continuum of harmful workplace actions 
ranging from incivility/bullying to physical violence (Sachs & Jones, 2015). Based on the 
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incidence of reported WPV, the ANA posited that some form of violence affects every nursing 
specialty (Sachs & Jones, 2015). Their position statement encouraged employers to share in 
the responsibility of creating a culture of respect and safety by implementing evidence based 
strategies, with their cornerstone recommendation of preventing and mitigating violence by 
developing a zero-tolerance policy (Sachs & Jones, 2015). In addition, further ANA 
recommendations included (a) establishing a shared and sustained commitment by nurses and 
their employers to develop a safe and trustworthy environment that promotes respect and 
dignity; (b) encouraging employees to report incidents of violence, never blaming employees for 
violence perpetrated by non-employees; (c) encouraging RNs to participate in educational 
programs, learn organizational policies and procedures, and use situational awareness to 
anticipate the potential for violence; and (d) developing a comprehensive violence prevention 
program aligned with federal health and safety guidelines with nurses’ input (Sachs & Jones, 
2015). 
The ANA is a strong voice, representing the interest of U.S. registered nurses (ANA, 
2016). The goal of the ANA is nursing profession advancement through fostering high standards 
of practice and promoting the general welfare of nurses in the workplace (ANA, 2016). The ANA 
position statement is relevant to this project in its focus of increased reporting, participation in 
education programs, and the development of comprehensive strategies to ensure the safety of 
HCWs.  
Other national organizations have also provided position statements to address WPV. 
The Joint Commission (TJC, 2016) collaborated with OSHA and developed a high strength 
opinion that offered recommendations and resources to prevent, manage, and respond to WPV 
within HC organizations. The recommendations were founded on epidemiologic increases 
appreciated within the HC settings (TJC, 2016). The Environment of Care (EC), Emergency 
Management (EM), and Leadership (LD) standards were also utilized as resources for the 
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recommendations (TJC, 2016). The Joint Commission reported that in 2013, 16.2 cases of WPV 
per 10,000 HCWs were recorded (TJC, 2016), the TJC also identified a significant discrepancy 
between HC organizations (HCOs) and all other settings in regard to the prevalence of WPV; 
WPV incidents were three times more frequent in HCOs than other private sectors, with 2,034 
recordable injuries within the HC sector between 2012 and 2014 (TJC, 2016). 
The first recommendation from OSHA (2015) and TJC (2016) was to establish a 
violence prevention program for averting workplace aggression by surveying staff and 
conducting focus groups to assist in identifying areas of improvement and measuring progress. 
An example of this action can be identified with the efforts of this EBP project facility: conducting 
the WPV employee survey. Another recommendation provided by OSHA and TJC was to foster 
a culture of safety that allows for non-punitive reporting of safety issues, treating incidents 
seriously, and triggering consequences (TJC, 2016). Key elements of a strong culture of safety 
identified by OSHA and TJC included senior leadership support, engaging employees’ adoption 
of including safety and security policies, fostering strong relationship with local law enforcement, 
and implementing preparedness activities (e.g., drills and tabletop exercises). These endeavors 
were recognized within the EBP project facility within the administrative directive of developing a 
task force to develop and implement a collaborative approach to addressing WPV.  
Additional organizational recommendations on efforts to reduce WPV were provided by 
the American Organization of Nurse Executives (AONE) and the ENA. The AONE, in 
collaboration with the ENA, developed guiding principles to decrease and control violence in the 
workplace (AONE, 2014). This high-quality expert opinion focused towards identifying resources 
and recommendations within the hospital setting. These guidelines were the result of a day of 
dialogue where the AONE and ENA convened to discuss (a) how incidents of violence are 
currently addressed in hospitals and (b) the need to create an environment where health care 
professionals, patients and families feel safe (AONE, 2014). Established in 1967, now with 
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8,500 members, the AONE is the national organization for nurses who design, facilitate, and 
manage care and is the leading voice of nursing leadership in HC, providing professional 
development, advocacy, and research (AONE, 2014). In comparison, the ENA, founded in 
1970, has more than 40,000 members worldwide and is the only professional nursing 
association dedicated to defining the future of emergency nursing and emergency care through 
advocacy, expertise, innovation, and leadership. The guiding principles provided by these 
organizations included (a) recognizing that WPV happens, (b) promoting positive patient 
outcomes, inclusion of all aspects of violence, (c) developing a multidisciplinary team including 
patients and families, and (d) holding all organizational employees accountable. In addition, 
these thought leaders stated that all members of the HC team who identified WPV had an 
obligation to address it. Within their guiding principles, the AONE and ENA identified five 
priorities. The first area concentrated on foundational behaviors that must be in place to make 
the framework work, including actions to promote mutual respect (e.g., active listening, honesty, 
trust, and beneficence) (AONE, 2014). The next focus area involved the essential element of a 
zero-tolerance framework: A zero-violence environment policy with inclusion of defining 
behaviors that will not be tolerated, clearly understood, and equally observed by every person in 
the organization (AONE, 2014). A top down approach was described by AONE regarding a 
zero-tolerance policy being supported and observed within and organization’s administrative 
board, thus providing a model for employees to follow; yet, the AONE experts discussed that 
input from staff at every level of the organization is recommended, with universal behavior 
expectations being clearly defined and employees, patients, and families held equally 
accountable (AONE, 2014). The fourth area of focus included elements of training and 
education, addressing the organizational and individual readiness to learn; WPV cues and de-
escalation of violence, in both individuals and environments, as well as specific health care 
studies with simulations should be included into an educational offering (AONE, 2014).The last 
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focus area was outcome measurements for success; the AONE noted that these may include a 
decrease in the injuries experienced from violent behavior and reports of feeling “very safe” on 
staff engagement surveys (AONE, 2014).The AONE noted that with the organizational changes, 
staff will feel comfortable reporting incidents and involving persons of authority, thus an increase 
in reporting would be expected (AONE, 2014). 
The ENA and AONE collaboration has provided strength to this EBP project. These 
organizations stress of the importance of a shared responsibility to address WPV; within this 
EBP project, it was paramount for the staff to report and the administration to acknowledge 
incidents of WPV. The AONE’s statement regarding the link from organizational change to an 
increase in reporting provided the foundation for a measurable outcome within this EBP project. 
The Occupational Safety and Health Administration (OSHA, 2015) provided a high-
quality expert opinion based on gathered research. Similar to the ENA toolkit, OSHA (2015) 
developed a roadmap that outlined five core components of a comprehensive WPV program. 
Commitment and participation was the first concept identified and can be accomplished by 
appointing leaders with the authority and knowledge to facilitate change (OSHA, 2015). Policy 
weaknesses and potential solutions are identified, goals are established, and recommendations 
made (OSHA, 2015). A strong facility stance towards ensuring a zero-violence environment was 
the next step and acknowledged with the example provided within the OSHA roadmap. St. 
Agnes Hospital in Baltimore had taken steps to show associates, patients, and visitors that 
violence was unacceptable and would be met with consequences (OSHA, 2015). These efforts 
included (a) utilizing a secure, accessible electronic incident reporting program, and (b) having 
managers encourage the use of the employee assistance program (EAP) or referring an 
employee to EAP in the case of a serious incident (OSHA, 2015). At St. Agnes Hospital, 
everyone signed a nonviolence pledge; posters and signs were also posted throughout the HCF 
emphasizing the hospital’s mission and roles that staff, visitors, and patients can all be 
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influential in creating a healthy environment (OSHA, 2015). The third component is a 
comprehensive assessment that may include a review of records, procedures and operations, 
employee surveys, and workplace security analysis (OSHA, 2015). Hazard prevention and 
control actions comprise the fourth focus of WPV improvement and can be categorized into 
engineering controls and HCF work practice controls (OSHA, 2015). Associated actions may 
include changing floor plans, improving lighting, installing panic buttons, and installing 
surveillance cameras and metal detectors (OSHA, 2015). The fifth area of improvement involves 
administrative and work practice controls. These actions include changes to the way staff 
perform jobs or tasks to reduce the likelihood of violent incidents; they were described as (a) 
ensuring training of de-escalation techniques, (b) implementing policies and procedures that 
minimize stress for patients and visitors, and (c) developing special procedures for patients with 
a history of violent behavior (OSHA, 2015). The Staying Safe program instituted by the New 
Hampshire Hospital was provided as an example and included training staff to listen to patients 
and to de-escalate situations before they turn physically violent (OSHA, 2015). Security was 
also an integral component of the hospital’s hazard control efforts, as the HCF worked 
collaboratively with local law enforcement and hospital staff (OSHA, 2015). A specific security 
measure that was implemented was a code grey (psychiatric) emergency, in which specially 
trained officers were signaled to respond with defensive measures when clinical staff had been 
unable to control the situation safely or there was an extreme and imminent danger (OSHA, 
2015).  
As a leading safety standard, OSHA’s expert opinion provided guidance for the 
intervention within the EBP project, with relevance to initiating actions to improve awareness of 
what constitutes WPV (included within the EBP project’s educational sessions) and developing 
measurable outcomes (an expected increase in reporting as well as improved perception of 
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facility support). The roadmap outlined by OSHA provided five focus areas with pertinent real 
life examples of WPV improvements was helpful in the planning phase of this EBP project.  
In addition to OSHA, accrediting bodies in the HC industry have developed standards 
that address WPV. The leading accreditation programs within the area of the EBP project facility 
included the TJC as well as the Healthcare Facilities Accreditation Program (HFAP). The 
purpose of accreditation is to advance patient care and safety through recognized standards 
(HFAP, 2015). The HFAP (2015) has addressed violence, identifying that the HCF must have 
written policies that are followed in the event of a security incident. The fair quality standard, 
based on research conducted by the American Medical Association (AMA), has been used to 
describe the benefit of open visitation policy (HFAP, 2015). However, the HFAP (2015) 
regulation 11.02.01 permits the hospital flexibility with clinical judgment in determining when 
visitation is not appropriate. Visitors engaging in disruptive, threatening, or violent behavior of 
any kind are an example of when a HCF may restrict visitation (HFAP, 2015). The HFAP has 
also noted that each hospital must assess the learning needs of their staff to determine the 
ability to competently identify behaviors that require restraint application and/or seclusion 
(HFAP, 2015). The HFAP (2015) has directed hospitals to provide training to all appropriate 
staff and to target the specific needs of the patient populations being served. Although hospitals 
have the flexibility to develop their own training program to meet the staff’s needs, education 
and hands on training for restraint application is required of all clinical staff on an annual basis 
(HFAP, 2015). The HFAP also requires monitoring of the physical environment via 
investigations and reports of incidents involving staff, patients, or others within the HCF. 
Construction of Evidence-based Practice 
Synthesis of Critically Appraised Literature 
There is no debate that the HC sector is a vulnerable environment for WPV. The wealth 
of published literature has addressed multiple aspects of WPV, and the available research has 
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substantiated the incidence and prevalence of WPV in HCOs. However, effective WPV 
prevention program implementation continues to present challenges for HCOs. Research has 
shown that (a) it is essential for a HCO to look internally and honestly at its culture of safety and 
acceptance and (b) the establishment of culture of intolerance of violence is a resounding 
underpinning to the success of a WPV program (ENA, 2011; Gillespie, et al., 2013; OSHA, 
2015; Sachs & Jones, 2015; Tishler, et al., 2013; Wassell, 2009).  
 The development and implementation of a WPV program has been noted to be a 
tangible expense in a stressful HC economy; however, the expenditures related to the effects of 
WPV could prove to be more than a budgetary strain. Clinical experts opine costs associated 
with WPV can be understood in lost time and payment of medical expenses, in addition to 
recruitment and retention (Anderson et al., 2014; Blando et al., 2015; Kynoch et al., 2009). 
Despite the complex nature of WPV, research has shown that solutions do exist and that these 
interventions can be successful when developed and disseminated in a collaborative effort with 
a top down approach exhibiting concern for front line staff safety (AONE, 2014; ENA, 2011; 
OSHA, 2015). 
 Five themes of a comprehensive WPV program have been identified through the 
consulted evidence and organizational guidelines (AONE, 2014; ENA, 2011; OSHA, 2015). The 
first theme that recurrently surfaced in the reviewed literature was that management 
commitment and employee participation in making violence prevention a priority, is the 
foundation of a WPV program (AONE, 2014; ENA, 2011; OSHA, 2015; Sachs & Jones, 2015; 
Tischler et al., 2013; Wassell, 2009). Actions within this theme included establishing goals with 
objectives that are derived from an internal investigation of current processes. Implementing 
established processes through policy and procedures was the second theme that identified 
within the literature (AONE, 2014; Anderson et al., 2010; Blando, et al., 2015; Chen, 2015; ENA, 
2011; HFAP, 2015; JBI, 2016; Long, 2016; OSHA, 2015; Sachs & Jones, 2015; TJC, 2016; 
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Tishler et al., 2013). The utilization of policy to provide foundation for a comprehensive WPV 
program reduced staff ambivalence and presented a unified approach to WPV. Clinical experts 
have opined that the inclusion of enduring worksite hazard identification within HCFs is 
essential; internal and external hazards can precipitate a distrusting culture, affecting employee 
perception of HCF commitment to employee safety (Chen, 2015; ENA, 2011; HFAP, 2015; JBI, 
2016; Long, 2016). Employee surveys, allowing staff to honestly state opinions, without fear of 
retaliation, are effective avenues for HCFs to identify barriers (e.g., poor staff perception of 
support, ineffective reporting mechanisms, and open access to staff work areas) to reducing 
WPV. The fourth theme is associated with strategies to address environmental hazards 
including physical atmosphere and staff preparedness. Physical environmental protection is 
important and can include locking mechanisms on departmental points of entry, personal alarm 
buttons, and quick access to security back up. However, personal safety should garner equal 
attention. Clinical experts have recommended that safety and health training for all employees 
should include recognition of hazards and risk factors, as well as actions to take to protect 
oneself while maintaining patient and/or visitor safety (Chen, 2015; HFAP, 2016; Heckemann et 
al., 2015; JBI, 2016; Kynoch et al., 2009; Long, 2016; OSHA, 2015; Sachs & Jones, 2015; TJC, 
2016; Tischler et al., 2013; Wassell, 2009). Experts also recommend that providing a template 
of what is accepted, what is not, and what to do if emergent situations arise, should be deployed 
(AONE, 2014; Anderson et al., 2010; Blando et al., 2015; Chen, 2015; ENA, 2011; OSHA, 2015; 
Tishler et al., 2013). The fifth theme ties all efforts together: record keeping and reporting are 
essential to evaluating the WPV program (AONE, 2014; Blando et al., 2015; ENA, 2011; HFAP, 
2016; Kynoch et al., 2009; Sachs & Jones, 2015). Accurate records assist the HCO in 
understanding the gravity of the problem. Reflective of the five themes identified in the literature 
review, all efforts of a WPV program are interrelated and are dependent upon each other for 
success.  
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Best Practice Model Recommendation 
 The best practice model was developed to reflect the synthesis of the appraised 
literature addressing the effectiveness of implementing a WPV policy to positively impact ED 
staff perception of facility support for a zero-violence environment as measured within the pre-
and post-implementation WPV-ES’s. The proposal for implementation is based on evidential 
best practice and intended to improve (a) employee perception of facility support within the EBP 
project facility and (b) compliance with WPV reporting. The Iowa EBP model was utilized as a 
framework to develop and answer the PICOT question for this project: Does the implementation 
of a multi-faceted WPV program positively impact the ED staff perception of support for a zero-
violence environment over an eight-week period of time?  
How the Best Practice Model Will Answer the Clinical Question 
 Results and evidence from the literature synthesis provided structure for the 
development of a multi-faceted WPV intervention. A policy, providing a blueprint of the related 
processes to undertaken when faced with VV and/or PV, was developed to guide employee and 
leadership actions. Definitions that provided clarity of zero violence acceptance, VV, and PV, as 
well as the state statue regarding WPV, were included in the policy. The policy addressed 
actions that would be required if faced with WPV. The policy and related educational component 
detailed that all WPV incidents must be reported via the established online reporting 
mechanism. As indicated throughout the literature reviewed for this EBP project, policy 
development and staff education are interrelated and serve as a foundation for the 
establishment of a culture of safety. 
Teamwork and collaboration are powerful intervention features for implementing practice 
change. Within this project, The Iowa model was used as a guide to identifying the system-
based problem and investigating potential solutions. The processes within the Iowa model 
correlated with the first three steps in Kotter’s change model and relied on input from the WPV 
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task force committee. Implementation of the WPV policy, including the coordinating educational 
sessions was supported by evidence in the literature. It also required the WPV task force to 
address concerns voiced from the HCF’s administration and management representatives (e.g., 
paying for attendance, staffing, and promoting both quality and quantity in responses by 
ensuring anonymity). This dialogue afforded opportunities to convey a common understanding 
of goals (Kotter’s fourth step) and empowered the WPV task force committee to develop an 
action plan (Kotter’s fifth step). This doctoral student proposed that implementing the best 
practice protocol would demonstrate the staffs’ increased perception of facility support for a 
zero-violence environment as evidenced by the post implementation WPV-ES. The best 
practice model was also anticipated to address a secondary outcome of increased recognition 
of what constitutes WPV and that PV and VV exposure is not considered part of the job, 
evidenced by an increase of online incident reporting compliance as compared to the previous 
practice of dismissed reporting of WPV incidents. 
Figure 2.1 
Stages of Searching and Inclusion/Exclusion of Records for the Review
 
  
Initial 
Search                           
256
Duplicates 
Removed                
22
Articles included 
for review                               
234      
Articles removed 
after abstract and 
title review                            
197
Articles chosen 
for further 
scrutiny                               
37
Articles 
excluded             
21
Final number of 
studies                          
16
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Table 2.1 
Searched Databases and Foundational Keywords 
Keywords: "workplace violence" OR "patient violence" OR "patient aggression" OR "patient 
assault" AND "interven*" OR "Implement*" OR "practice" OR "program" AND "train*" OR 
"Prevent*" OR "policy" OR "procedure" OR "rapid response" OR “educat*" AND “hosp*” OR 
"nurs*" OR "emergency department" OR "emergency room" OR "emergency service" 
 
Database CINAHL Cochrane 
Library 
Google 
Scholar 
JBI Medline ProQuest VHGN Hand 
Search 
 
Record 
 
46 
 
11 
 
31 
 
17 
 
32 
 
41 
 
75 
 
3 
 
Articles 
accepted  
 
6 
 
3 
 
7 
 
5 
 
5 
 
6 
 
3 
 
2 
 
Duplicates 
 
4 
 
2 
 
4 
 
3 
 
3 
 
4 
 
2 
 
0 
 
Final accepted 
 
2 
 
0 
 
3 
 
2 
 
2 
 
2 
 
3 
 
2 
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Table 2.2 
Evidence Summary 
Author(s)/Year 
Publication/Title 
Level of Evidence 
Quality 
Purpose/ 
Objective 
Sample/ 
Population, 
Setting 
Design/ 
Measurement/ 
Intervention(s) 
Findings/ 
Outcomes/ 
Comments 
AONE (2014) 
 
American Organization of 
Nurse Executives 
 
AONE guiding principles: 
Mitigating violence in the 
workplace 
 
Level VII 
 
High 
Developed 
guiding principles 
to decrease and 
control WPV 
Hospital 
settings, HC 
professionals 
Expert Opinion 
• Collaboration of 
AONE and ENA 
 
Recommendations include:  
• HCO acknowledgement that WPV 
happens and is relevant to patient care, 
HCO function 
• Utilization of a multidisciplinary team 
approach holding all employees, 
patients, and visitors accountable 
• Recognition that all employees who 
witness WPV have obligation to report it 
• Deployment of zero tolerance policy 
should be enacted with a top down 
approach 
Anderson et al. (2010) 
 
Journal of Clinical 
Nursing 
 
Integrative review of 
interventions to reduce 
violence against ED RNs 
 
Level V 
 
High 
Critiqued 
interventions to 
minimize WPV; 
informed on 
development, & 
implementation of 
anti-violence & 
counter violence 
interventions 
ED nurses Literature Review 
• 14 articles all 
classified as 
level IV 
• Search from 
1986 - 2007 
• Organizational changes/policy influenced 
staff behavior 
• Instituting policy and improving a 
reporting form made reporting more 
meaningful for nurses 
• A study within the review (Gray, 2006) 
identified with formalized reporting 
policy/system, reporting increased 
between 25% and 270% 
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Blando et al. (2015) 
 
Online Journal of Issues 
in Nursing 
 
Barriers to effective 
implementation of 
programs for the 
prevention of workplace 
violence in hospitals 
 
Level VI 
 
Good 
Characterized 
perceptions and 
opinions of WPV; 
identified major 
barriers to the 
implementation of 
effective violence 
prevention 
programs 
New Jersey 
unionized 
nurses and 
allied health 
professionals 
from HC 
organizations  
(N = 27) 
 
Descriptive Study 
• Utilized 
convenience 
sampling 
• Two groups non-
randomized  
• Underreporting is result of employee 
perception that process is waste of time 
due to lack of administrative action 
• Profit driven margins and perceived lack 
of accountability contributed to poor staff 
perception of hospital management and 
lack of feelings of safety 
• Enacted, mandated, policy does not 
equal staff feelings of safety or buy in to 
WPV process 
• The incentive to ensure safety of staff 
must be derived from hospital leadership 
Chen (2015) 
 
JBI 
 
Violence: Short term 
management 
 
Level I 
 
High 
Assessed the 
most effective 
strategies for 
management of 
violence in 
psychiatric 
patients 
Psychiatry 
wards 
JBI summary 
included: 
• Two clinical 
guidelines 
• Systematic 
review of 66 
studies 
• Cochrane 
systematic 
review 
• Prospective non-
randomized 
study from 854 
staff on 41 
hospital wards 
• Systematic 
review of 2 
RCTs 
• Environmental factors affect incidence of 
WPV 
• VV may act as warning for impending PV 
• Short-term improvements are recognized 
after staff training 
• De-escalation decreases WPV 
• Three levels of prevention target a 
reduction in WPV 
• Practice Recommendations (PR):  
o Each service should have a local 
policy on alarms and determine need 
for alarms 
o A policy should be instituted for 
training employees and staff 
o Training should include methods of 
anticipating de-escalation techniques 
or coping with WPV 
o Physical intervention or seclusion 
should be limited or avoided 
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ENA (2011) 
 
Emergency Nurses 
Association 
 
Emergency department 
surveillance study 
 
Level IV 
 
High 
To track changes 
related to 
violence against 
HCW and 
process used to 
respond to 
violence 
ENA nurse 
members 
(N = 7,169) 
Cohort study with 8 
rounds of data 
collected three 
months apart 
between May 2009 
– January 2011 
• VV was the highest reported form of 
WPV; VV may precipitate PV 
• Majority did not formally report WPV; 
reasons for underreporting included 
feelings of WPV as being part of the job, 
fear of retaliation, lack of action, time 
commitment, and culture of acceptance 
• Hospital and management with 
commitment to WPV are less likely to 
experience WPV 
• Facilities with an established zero 
tolerance policy had lowest risk (9.1%) 
when compared to those with a policy, 
but not zero tolerance (13.7%) and 
without a policy (18.3%) 
 
Gillespie et al. (2013) 
 
Journal of Emergency 
Nursing 
 
Level IV 
 
Good 
Described 
process and 
methods to 
implement and 
evaluate ED 
based WPV 
program 
Three ED 
locations  
(N = 80) 
• Urban 
Level I 
Trauma 
Center 
• An urban 
hospital 
• A suburban 
hospital 
Retrospective 
cohort study 
• Conducted 
across settings 
over 21 months 
• Summative 
evaluation took 
place over 9 
months’ post 
implementation 
of a 
comprehensive 
WPV program 
• Utilized 1-10 
Scale 
 
 
• Level of commitment by hospital 
administration directly correlated with 
program adoption, resulting in higher 
scores (M = 8.2) at the individual level  
• Degree of success varied among sites; 
o smaller, suburban ED rated highest 
in instituting and sustaining the 
program 
o Suburban also rated administration 
commitment highest (M = 7.3) 
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HFAP (2015) 
 
HFAP Crosswalk 2015 
 
Chapter 11 
 
Level VII 
 
Good 
Enhanced high 
quality patient 
care by providing 
recommendations 
to prevent and 
manage facility 
security and 
safety 
Healthcare 
Organizations 
Expert Opinion 
• Oversight by a 
wide range of 
medical 
professionals, 
including both 
allopathic and 
osteopathic 
disciplines 
• Accreditation 
requirements 
are tied to the 
corresponding 
Medicare 
Conditions of 
Participation 
Recommendations:  
• Establish a safety team 
• Develop written policies and other 
measures to identify and minimize 
security risks to patients, visitors, and 
staff  
• Foster external support, establishing a 
relationship with local police 
• Have control systems in place to protect 
areas and environment 
• Investigations and reports should be 
submitted to the appropriate committee 
for safety 
Heckemann et al. (2015) 
 
Education Today 
 
The effect of aggression 
management training 
programs for nursing 
staff and students 
working in an acute 
hospital setting: A 
narrative review of 
current literature.  
 
Level IV 
 
High 
 
Reviewed and 
collated current 
research 
evidence on the 
effect of 
aggression 
management 
training 
Nurses and 
nursing 
students 
working in 
acute adult 
hospital 
settings 
Narrative Review 
• 9 Articles, 
reviewed from 
January 2000 – 
September 2011  
 
• Training programs varied in length and 
delivery 
• Topics included breakaway or escape 
techniques, coping and post incident 
• Training influenced attitudes  
• 7 of the 9 studies assessed changes in 
confidence, attitude, or both with training 
and revealed positive influence on staff 
• 4studies identified policy recommending 
whole organization approach to WPV 
prevention 
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Johanna Briggs Institute 
(2016) 
 
JBI 
 
Patient Aggression 
 
Level I 
 
High 
Recommended 
practice 
guidelines to HC 
agencies 
Healthcare 
agencies 
Clinical Practice 
Guideline 
highlighting risk for 
aggression 
• HCWs should participate in an 
aggression management training 
program 
• Persons exposed to WPV should receive 
timely support and assistance 
• Management should focus on prevention 
strategies to reduce risk factors 
• Employers and nursing organizations 
should develop policies in response to 
ongoing aggression and violence from 
patients 
• Characteristics of an aggression 
prevention program specified 
Kynoch et al. (2009) 
 
JBI 
 
The effectiveness of 
interventions in the 
prevention and 
management of 
aggressive behaviors in 
patients admitted to an 
acute hospital setting: A 
systematic review 
 
Level I 
 
High 
Established best 
practice in 
prevention and 
management of 
behaviors in 
patients admitted 
to an acute 
hospital setting 
Acute care 
facilities 
Systematic Review  
RCTs that evaluated 
interventions and 
prevention 
management in 
patients who exhibit 
aggressive 
behaviors in an 
acute hospital 
setting 
• 10 studies 
published 
between 1992 – 
2006  
• 3 studies 
investigated staff 
training 
programs to 
reduce WPV 
incidence 
• Increase in reporting was identified post 
WPV intervention 
• Mechanical and pharmaceutical 
interventions may play a role in 
managing aggressive patients 
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Long (2016) 
 
JBI 
 
Healthcare facilities: 
Patient aggression 
/violence 
 
Level I 
 
High 
Assessed best 
evidence 
regarding the 
management of 
aggression and 
violence in HCF  
All potential 
sources of 
WPV in HC 
settings 
including 
clients, 
patients, and 
co-workers 
JBI Summary 
included 
• 2 expert 
opinions 
• 2 comparative 
studies 
• Two systematic 
reviews 
• Two cross 
sectional studies 
• A literature 
review 
• Three RCTs with 
223, 597, and 
158 participants 
• A retrospective 
study of 15,615 
participants 
• Sources of WPV included both 
clients/patients and co-workers 
• HCWs are exposed to WPV at least 
once during careers 
• Practice Recommendations: 
o HCWs should participate in an 
aggression management training 
program 
o Persons exposed to WPV should 
receive timely support and 
assistance 
o Management should focus on 
preventative strategies 
o Policies should be developed to 
address ongoing aggression, WPV, 
and allow HCWs reporting avenues 
and taking legal action if necessary 
 
OSHA (2015) 
 
Occupational Safety and 
Health Administration 
 
Level VII 
 
High 
Developed a 
roadmap to assist 
with establishing 
a WPV 
prevention 
program 
HC employees 
and 
organizations 
Expert Opinion 
• Roadmap 
developed  
• Examples drawn 
for each 
recommendation 
from about a 
dozen of HCO 
nationwide 
 
 
 
 
 
• Examples from real HCOs provided for 
each component 
• Recommended the best way to reduce 
violence is through a comprehensive 
WPV prevention program 
• Emphasized importance of management 
support and employee engagement 
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Sachs and Jones (2015) 
 
American Nurses 
Association 
 
ANA sets zero tolerance 
policy for workplace 
violence, bullying 
 
Level VII 
 
High 
Posited that HC 
WPV programs 
be implemented 
Nurses and 
HC 
organizations 
Position statement / 
Expert opinion 
• Developed by a 
panel of RNs, 
representing 
clinicians, 
executives, and 
educators 
• ANA survey    of 
RNs (N = 3,765)  
• Because 1/4 of ANA survey respondents 
reported being physically assaulted at 
least once, recommended development 
of zero tolerance policy to prevent and 
mitigate violence 
• Recommended to establish a shared 
and sustained commitment by nurses 
and employers to develop a safe 
environment 
• Encouraged employees to report 
incidents of violence 
• Encouraged RNs to participate in 
educational programs 
• Recommended a comprehensive WPV 
program aligned with federal health and 
safety guidelines with RN input 
TJC (2016) 
 
Environment of Care 
News 
 
Assault halt: OSHA and 
TJC offer guidance and 
resources to curb 
workplace violence 
 
Level VII 
 
High 
 
 
 
 
Offered 
recommendations 
and resources to 
prevent, manage, 
and respond to 
WPV  
Healthcare 
Organizations 
Expert Opinion 
• Collaborative 
effort with OSHA 
and TJC 
• Founded on 
epidemiologic 
increases of 
WPV in HC 
settings 
 
Recommendations:  
• Establish a violence prevention program 
for averting workplace aggression 
• Survey staff and conduct focus groups to 
assist in areas of improvement 
• Foster a strong culture of safety allowing 
for no punitive reporting of safety issues 
• Include senior leadership support, 
implementing policy and preparedness 
activities 
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Tishler et al. (2013) 
 
General Hospital 
Psychiatry 
 
The assessment and 
management of the 
violent patient in critical 
hospital settings  
 
Level V 
 
Good 
To provide an 
updated review of 
the literature 
regarding the 
management of 
violence 
Mental health 
professionals 
working in the 
ED setting.  
Literature review 
Assessed risk 
factors, 
antecedents, signs 
of violence, 
prevention, and 
intervention 
• There is association between training 
and a decrease in WPV 
• Feelings of administrative support were 
associated with positive WPV outcomes 
• Facilities with the most educated staff 
members reported the lowest frequency 
of WPV 
 
Wassell (2009) 
 
Safety Science 
 
Workplace violence 
intervention 
effectiveness: A 
systematic literature 
review.  
 
Level V 
 
High 
To determine 
effectiveness of 
interventions in 
preventing WPV 
and suggest 
interventions that 
need further 
evaluation 
Healthcare and 
retail industries  
Systematic literature 
review 
• Articles 
published from 
1992 
• 100 papers 
categorized by 
study 
populations, 
54% from the 
HC industry 
• Included articles 
that incorporated 
a combination of 
interventions  
• The most important industry for 
preventing WPV is HC 
• Environmental controls such as K-9 
security, metal detectors, security 
systems, and security personnel are 
effective 
• Administrative & behavioral interventions 
are crucial to managing WPV 
• Most WPV programs address personal 
safety, physical techniques, and risk 
assessment 
• Formal training resulted in positive 
effects: a one day training program for 
ED nurses could reduce the number of 
aggressive situations by 50% 
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CHAPTER 3 
IMPLEMENTATION OF PRACTICE CHANGE  
 When entering a HCF, there is a perception of safety for patients and the HCWs 
employed in this setting. However, violence directed against HCWs is increasing exponentially 
(OSHA, 2015). Although staff members employed within acute care hospital EDs are 
disproportionately affected, type II WPV is being recognized as a substantial hindrance to HCF 
operations across all areas (Lipscomb & London, 2015). The growing number of incidents 
(locally and nationally, as well as globally) and acknowledged gaps within HC processes 
indicate an unequivocal need for HCFs to strive for the elimination of WPV incidents (Pompeii et 
al., 2016). 
Establishing healthy workplace environments was a priority for the HCF within this EBP 
project; however, underreporting had been accredited for creating a misperception between 
actual prevalence of WPV and what was being recorded. The evidence reviewed for this EBP 
project called attention to failed surveillance efforts due to (a) time consuming reporting 
processes, (b) awkward or inconsistent reporting mechanisms, (c) lack of clearly identified 
procedures, and (d) limited follow up and support (Anderson et al., 2010; Blando et al., 2015; 
ENA, 2011; Gillespie, 2013; Kynoch et al., 2009; Long, 2016). In addition, an identified common 
theme throughout the literature explicated WPV being considered an accepted component of 
the job perceived by employees as well as leadership and public opinion (Anderson et al., 2010; 
Blando et al., 2015; ENA, 2011; Gillespie, 2013; Kynoch et al., 2009; Long, 2016). The 
repercussions from continued exposure to unrecognized disruptive behavior have been noted to 
be significant; costs related to physical injury, financial loss, recruitment and retention are 
tangible and can exceed $500,000 for the facility (OSHA, 2015; Pompeii et al., 2016). Without 
formal policies and procedures directing staff to act in an organized manner, WPV incidents will 
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continue to negatively affect the business of HC. Changing a culture of acceptance to one of 
safety and support is daunting, but not impossible. Enacting zero policy procedures that are 
observed by all facility employees is a fundamental action for creating a shift away from WPV 
acceptance as part of one’s job (Chen, 2015; ENA, 2011; Lipscomb & London, 2015; 
Magnavita, 2014). 
Participants and Setting 
 The concentration of this EBP project was the implementation of a WPV policy with 
subsequent procedures to improve ED staff’s perception of facility support for a zero-violence 
environment, linked to an enhanced cognizance of WPV acts and consequently increasing the 
utilization of the online WPV reporting system. This project was initiated within an urban 
community acute care hospital setting with capacity for approximately 400 beds. The project 
facility had operated as a component of a larger corporation located in Northwest Indiana. The 
organization had a strong history of providing comprehensive care to the local community, as 
well as the surrounding region, regardless of an individual’s ability to pay for services. The 
hospital had maintained a service mentality, developing opportunities to assist those 
disproportionate populations with access to care. The geographical location placed the facility 
near the state lines of Indiana and Illinois; therefore, dual state and multiple community 
populations needed to be considered. Although there were five communities identified that could 
potentially utilize the EBP project facility resources, three of the towns also shared boundaries 
with other surrounding hospitals. There were two identified large suburban cities in close 
proximity of the HCF, city A and city B. The combined estimated population of these two largest 
communities that the EBP project facility services was 115,000 (USCB, 2015). The largest 
cultural demographics include African American (70% within city A and 23% within city B), 
Hispanic (15% within city A and 34% within city B), and Caucasian (13% within City A and 42% 
within city B) (USCB, 2015). Persons without health insurance equaled approximately 22% for 
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both cities and approximately 23% of the population of both cities lived below the national 
poverty line (USCB, 2015). 
The ED within the project facility was well appointed with 18 main unit rooms. All rooms, 
although varying in size, were furnished with the technology and equipment required to handle 
varied patient presentations. One could be converted into a reverse isolation room and another 
could be used as a psychiatric holding room. There was also one full service decontamination 
room equipped with hot and cold water as well as contamination collection. In addition to the 18 
main unit rooms, six triage rooms could also be utilized for overflow of patients, including those 
that required cardiac monitoring and minor treatment. An additional overflow area with four 
monitor-equipped rooms was available adjacent to the main ED. A private gynecological 
examination and holding room was also included within the department setting. The nursing and 
physician area was located in the center of the main ED, allowing for visualization of all patient 
treatment rooms. The triage and main ED areas were equipped with a central patient monitoring 
system.  
Two points of entry provided access into the main ED from the outside. These included a 
secured, badge-only access, entry for emergency medical service (EMS) providers and an 
additional entry that was open 24/7 for walk-in patients and visitors. In addition to these access 
areas from the outside, six identified points of entry into the main ED were secured through 
badge-only access, utilized for employee entry related to ED patient care. The triage area, 
staffed with an off-duty uniformed local law enforcement officer, was separated from the waiting 
area by a security glass window. In addition to staffing by local law enforcement, additional 
security measures were in place. Two panic buttons were strategically located within the ED 
environment; these buttons, directly linked to the security department which was located within 
the ED. Additionally, employees were provided and required to wear personal communication 
WORKPLACE VIOLENCE  73 
 
devices that had a panic button embedded which could be activated if needed within a patient 
room.  
The ED was budgeted for 57 nursing full-time employees (FTEs); however, at the time of 
the project implementation, the ED had approximately eight open nursing FTEs. The ED was 
also budgeted for 0.9 ED technicians and 2.0 paramedic FTEs. The ED was scheduled to be 
staffed with six RNs initiating the day, increasing to nine RNs during the afternoon through early 
morning when the RN census decreased back to six. There were 40 hours of overlapping ED 
technician coverage and one paramedic staffed per 24-hour day (ED manager, personal 
communication, July 1, 2016). At the time of implementation, ED physician coverage included 
one physician covering at 7am, increasing to two physicians at 10am until 3am, and then 
decreasing back to one physician. The EBP project facility also functioned as a residency 
rotation site for a medical school servicing 2nd to 4th year ED residents. Therefore, one medical 
resident was available per 12-hour shift per day.   
Data obtained from the EBP project facility’s pre-implementation WPV Employee Survey 
(WPV-ES) were utilized to identify the ED as one of the units with the highest reported WPV 
exposure for the pilot implementation. Participant included in this EBP project were all ED 
nurses, paramedics, physicians, technicians, and non-clinical staff (Table 3.4). Approximately 
54 ED employees participated in the pre-implementation WPV-ES, with nurses accounting for a 
large proportion of respondents. Physicians were encouraged to participate; however, only two 
physicians completed the pre-implementation WPV-ES. 
The ED director was a doctorly prepared clinical nurse specialist with more than 30 
years’ experience in healthcare with a focus in emergency and oncology care. The manager of 
the ED was an experienced BSN prepared RN with 29 years of experience within emergency, 
trauma, and pediatric settings. At the time of the project, the ED manager was completing a dual 
MSN/MBA degree. The manager oversaw the departments’ day to day functions and had six 
WORKPLACE VIOLENCE  74 
 
permanent charge RNs dedicated to each 8-hour shift. This manager was acutely aware of the 
extent of violence within the ED and was heavily focused on creating a safe environment as well 
as promoting staff education. In collaboration with the ED manager, the hospital security 
manager had been instrumental with the implementation and maintenance of physical security 
measures such as personal tracking devices with panic alarm capability and hard-wired panic 
buttons strategically located within the ED. The ED director was hired during the project 
deployment and was immediately supportive to its continued implementation. Together, the 
leadership of the ED was highly motivated to improve conditions and elevate staff knowledge to 
promote safety within the ED setting.   
Pre-Implementation Data 
The pre-implementation WPV-ES was deployed in September 2016 to all employees of 
three hospital facilities and although participation was not made mandatory, over 1200 
responses were received. Of the 65 current ED employees employed at the time of the survey 
deployment, 54 (83%) responded. The demographic inquiry approved by the WPV task force 
committee included designation of hospital facility, department and role: (a) physician, (b) non-
clinical staff (i.e. housekeeping, maintenance, clerical, security, etc.), (c) non-clinical manager, 
(d) non-nursing clinical staff (i.e. respiratory, rehabilitation services, radiology, pharmacy, etc.), 
(e) non-nursing clinical manager/director/senior leadership, (f) nursing staff, and (g) nursing 
clinical manager/director/senior leadership. Of the 54 ED respondents, the largest role 
represented was nursing (N = 30; 55.55% of ED respondents) 28 nursing and 2 leadership; 12 
non-nursing clinical staff responded (22.22% of ED respondents) and 10 non-clinical staff 
(18.52%) also participated. The contribution from the ED physicians was recognized in 2 (3.7%) 
responses.  
The ED staff (41 of the ED employees; 75.93%) indicated that WPV had increased over 
the past year (Table 3.4). Approximately 57% of the ED employees reported a personal 
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perception that WPV is considered as being part of the job and 62.96% reporting perceiving that 
administration felt that WPV was part of the HCW’s job (see Table 3.1). Despite the data 
indicating that 45 out of the 54 ED respondents (83.33%) reported being a victim of WPV, 
48.15% reported that they had been instructed on the need to complete online reporting, and 
68.52% noted that they had received formal training about reporting WPV, nearly one in four 
respondents (22.22%) revealed that they had never reported a WPV incident, while more than 
four in ten respondents (44.44%) noted that they only reported sometimes. The top reasons 
indicated for underreporting were (a) the perception that reporting fell on deaf ears, (b) the 
perception that the event was not significant enough to warrant a report, (c) the time it took to fill 
out the report, and (d) feelings that WPV was part of their job.  
The WPV-ES survey also evaluated ED staff members’ perception of support following a 
WPV incident. Of the forty-five ED who reported being a victim of WPV, 58.49% reported being 
supported by co-workers, while a significant portion (41.51%) felt only fairly supported by their 
manager (see Table 3.2). Although many ED respondents (37.74%) reported being fairly 
supported by executive administration (37.74%), a significant proportion (26.42%) staff 
members responded somewhat unsupported (26.42%) and nearly one in five (18.87%) 
indicated unsupported by administration (see Table 3.2). More than two-thirds of staff members 
(67.92%) reported being committed to preventing PVV against employees; 56.6% also, 
perceived that their co-workers were committed (see Table 3.3). Respondents were more likely 
to report feeling that others were less committed to preventing PVV against employees: 49.06% 
reported that their manager was only fairly committed and 60% responded that security 
personnel were only fairly committed to preventing WPV against employees (see Table 3.3). 
The most commonly rated perceived commitment level from executive administration was fairly 
committed (38.89%); however, 25.93% reported executive administration was somewhat 
uncommitted and 14.81% selected the uncommitted option (see Table 3.3). A significant 
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proportion of the ED staff members responded that the development and placement of a policy 
and signage in place would improve their feelings of safety and commitment to ensuring a zero-
violence environment (66.67% and 74.07%, respectively) (see Table 3.4). 
 The WPV task force committee, enlightened by staff members’ responses, forged 
forward to develop an educational in-service outlining the WPV policy initiatives. Consulting the 
evidence revealed the importance of a developing and implementing a policy to provide 
employees a guideline of procedures to undertake when faced with WPV. The evidence 
provided clear direction for including definition of what constitutes WPV, reporting expectations, 
and resources for employees to access if they become a victim of WPV.  
Outcomes 
 This EBP project involved instituting a standardized WPV policy and subsequent 
procedural direction. The primary outcome was to improve staff perception of the EBP project 
facility’s support of a zero-violence environment as reported on the post implementation WPV-
ES. With administrative directive, coupled with an increased knowledge in recognizing what 
constitutes WPV, an additional outcome anticipated was improved WPV reporting compliance 
within the online incident reporting system. 
Planning  
 A WPV incident, which resulted in a significant physical injury to a staff member, 
prompted the safety committee to investigate the prevalence of violence within the EBP project 
facility. A WPV task force was established in March 2016 as a sub-committee of the EBP project 
facility’s safety team and tasked with the goal of improving the current practices of ensuring 
employee safety. As a seasoned ED nurse with over 20 years’ experience (with 8 years 
functioning as a critical care nurse educator), coordinating critical care and emergency nurse 
required courses, this doctoral student was invited to participate on the WPV task force during 
its inception.  
WORKPLACE VIOLENCE  77 
 
Following direction from the Iowa EPB model, the WPV task force’s early activities 
included literature review, discussion of current practices and gaps, and development of 
priorities for intervention. Understanding the benefit of a comprehensive approach that 
encompassed the directive to all employees, Kotter’s (1996) eight steps of change were used to 
guide the EBP project planning and implementation process. Initial data extraction included a 
comparison of the EBP project facility online incident reports with the security request call logs. 
As a follow-up to the initial data conducted by the WPV task force that highlighted the 
incongruence of incident reporting, further investigation was warranted to identify staff 
perceptions and experiences with WPV. The issue of WPV had been identified as a multi-
factorial subject; therefore, it was imperative to develop a foundation relative to front line staff. 
The ENA (2011) tool kit, a widely available free tool, created by the ENA through a collaborative 
effort of ED nurses, provided the template for the skeletal foundation of the of an employee 
survey. The pre-implementation WPV-ES was created and deployed to all staff in September 
2016 with the purpose of including all employees in the effort of highlighting current work 
environment, perceptions of safety and support, current reporting behaviors, and descriptive 
statistics related to what constitutes WPV and how prevalent WPV is within the EBP project 
facility. In addition, the pre-implementation WPV-ES assisted the WPV task force in identifying 
the department that reported the highest prevalence of violence, the ED. Approval was obtained 
from hospital executive leadership on July 28, 2016 to allow this doctoral student to utilize the 
pre-implementation WPV-ES for EBP project guidance. Mentorship was provided by the director 
of education; collaboration with the director of risk management, security director, and ED 
management and staff also ensued. The EBP project facility IRB application was completed and 
approved as an exempt project on June 26, 2016. Valparaiso University IRB approval was 
obtained on October 1, 2016. 
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A substantial number of unpaid hours utilized for collaborative preparation, development, 
and dissemination were completed by this doctoral student. Additional meetings were held with 
key stakeholders to plan actions involved with the development of the WPV zero-violence 
environment policy. As the policy was being drafted and refined, it became apparent that 
multiple aspects of the creation of a zero-violence atmosphere were required to be addressed 
for an organizational initiative. The need for reporting mechanisms (i.e., notifying security and 
law enforcement), in addition to correctly categorizing VV and PV within the online reporting 
system was recognized. Verbal communication from ED staff requiring assistance from security, 
although included within the policy, required scripting. Meetings with the ED manager and 
security director ensued to create a template of baseline information required from both entities 
to ensure appropriate security response. Because the security department is located within the 
ED, in the direct periphery of the main ED room, there was a perception from the ED staff that 
security was readily available and aware of any given situation within the ED (ED staff 
members, personal communication, June 18, 2016). Security personnel, often, have responded 
to calls for assistance unaware of what the incident entailed (Security Director, personal 
communication, August 1, 2016). This communication gap presented opportunity for 
improvement via simple instruction included within the policy education roll out, describing 
rationale for the ED staff to provide quick essential details beyond a security request to a certain 
room department. Basic information such as department, patient room/location, and short 
description of the severity had been identified the director of security as being necessary to 
include when telephoning for security assistance. This revised procedure allowed security 
personnel to be aware of a potential situation and obtain additional equipment (i.e., restraints) if 
appropriate.  
It was identified that assistance from local law enforcement could be warranted 
depending on the severity of the WPV incident. To address the reporting of events to local law 
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enforcement, it was important to develop relationships with local law enforcement that were 
founded on strong communication and understanding. Prior to policy implementation, a 
standardized procedure for contacting law enforcement for situations that escalated to the point 
of police intervention was not in place. Security leadership within the EBP project facility 
reported to the WPV task force that there had been times when police responded to a 911 call 
from the EBP project facility or ED when the reporting officer was not sure of exactly where to 
respond; thus, the officer reported to the EBP project facility’s security department only to find 
that department personnel were unaware of the violent or potentially violent incident (Security 
Director, personal communication, August 1, 2016). Events such as this have the potential to 
create an environment of animosity between staff and security; these events also may affect 
strong working relations with local law enforcement. In additional to relationships fractures, 
employees who needed police assistance had been subjected to a severely delayed response 
time. In addition, medical treatment and/or medical clearance is often required and the ED is 
utilized for individuals involved with law enforcement. A form filled out for those individuals 
needing medical care by the local police department personnel communicated to the security 
and subsequently the ED staff that the patient was a police force hold. Due to the verbiage of 
this form indicating a police force hold, employees and security developed an impression that 
the local police are dumping individuals in police custody. Therefore, a perception of 
responsibility to hold these individuals had been developed by the ED staff in the absence of 
police presence. Each of these situations had the potential to become a sentinel event and 
could result in a myriad of consequences, ranging from verbal threats or physical injury to death. 
To enhance a collegial working relationship between the EBP project facility staff 
members and local law enforcement, luncheon invitations were sent out to local, interacting, law 
enforcement leadership personnel. The first meeting was held on September 13, 2016 and 
resulted in solidifying a staff-security-law enforcement chain of command communication, which 
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directed staff to notify law enforcement via hospital security when appropriate, and was 
subsequently included within the WPV policy. Additionally, as per the WPV policy, staff 
members requiring police intervention are directed to notify security who will then contact local 
law enforcement. The procedure further directed those officers who responded to WPV calls to 
report to the hospital security office first; there, the law enforcement officers will be provided with 
needed details to respond appropriately and effectively. In addition, further clarification was 
obtained by law enforcement that the expectation for ED and/or hospital staff is not to detain 
individuals placed under a law enforcement hold. An amended form was developed and put into 
place in December 2016 to edit the verbiage from police hold to police notification.  
The online incident reports have been a key communicative resource for the 
organization’s awareness of employee, patient, and visitor safety incidents; however, the online 
incident reports, obtained by this doctoral student from the security director pre-implementation 
reflected reporting discrepancies. The online incident reports were compared 8 weeks pre-and 
post-implementation as well as same time period from the previous year to the number of 
security request calls for WPV complaints. A total of four (N = 4) online incident reports (n = 3 
[VV] and n = 1 [PV]) were reported during the eight-weeks post time frame, October 1, 2016 – 
November 30, 2016. Security call logs were also compared during this time and revealed 147 
security request calls due to WPV, 99 that resulted in restraint application. Postponement of the 
originally scheduled implementation was requested by hospital leadership due to an 
accreditation site visit that was scheduled to occur in November, 2016. A total of two online 
incident reports (N = 2 [VV]) were identified during the eight-week comparison of the same time 
from the previous year, January 1, 2016 – February 29, 2016. Security call logs were compared 
during this time frame and revealed 68 requests due to WPV, 37 that resulted in restraint 
application. Another component related to the online incident reporting identified by this doctoral 
student and the director of security was the prevalence of reports that were classified 
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incorrectly. It was noted that employees incorrectly selected the field “inpatient” or “outpatient” 
when the WPV should have been categorized as “employee”. The ramifications of this error 
could be understood in potentially lost data. The issue of a lack of standardized online reporting 
procedures was presented to the WPV task force in September 2016; the inconsistencies were 
acknowledged by the WPV task force members as being potential barriers to improving 
perceptions of priority for administration and feelings of security for staff, thus contributing to 
perpetuating a culture of WPV acceptance. To overcome this barrier, the WPV task force added 
policy components that included definitions related to WPV, including PV and VV. The policy 
also included the directive that staff members are to report exposure to any WPV behavior from 
a patient and/or visitor, regardless of how minimal or from what origin it was perceived.  
Of the comments on the pre-implementation WPV-ES indicating what employees felt 
could be improved, the WPV task force determined that implementation of policy and signage 
indicating a zero-violence environment would assist with strengthening the current processes. 
Therefore, verbiage for the signage was introduced to executive leadership by the WPV task 
force committee leader. Approval to move forward and work with the EBP project facility’s 
marketing department was the directive. Following this directive, this doctoral student 
collaborated with the director of marketing to create a template of violence signage to be posted 
in patient and public areas of the hospital facility. Further consultation on the final draft esthetics 
was conducted with executive team leadership.  
Because the staff indicated the desire to obtain education and training, the WPV task 
force determined that priority for formal training would be provided to those employees with the 
greatest exposure: the ED. Based on the literature, a comprehensive WPV education was 
recommended, and members of the WPV task force reviewed viable options. Task force 
members considered utilizing current resources for WPV training: the four-day Therapeutic 
Conflict Intervention (TCI) course and the two-day Crisis Prevention Intervention (CPI) training. 
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A formalized training program, such as CPI, had been determined by the WPV task force to be 
the goal for the ED staff. However, time, budget, and current staffing constraints were valid and 
considerable concerns for the EBP project ED staff, management, and facility administration. 
Therefore, it was recommended by the director of education and this doctoral student to present 
an in-service to roll out education that summarized the evidence, defined WPV, presented the 
policy components, and reviewed the correct online reporting procedure. The task force 
determined that an introduction to verbal de-escalation and safety and security procedures 
would be included after the policy education. Experts in those fields, EBP project task force 
team members from the Employee Assistance Program as well as the facility security director, 
were consulted to present. To be appreciative of staffing constraints, each speaker was allotted 
60 minutes to present information, engage active discussion with participants, and answer 
questions. Although the ED staff was the target audience, all employees were invited to attend. 
A flyer (Appendix A) was designed and posted throughout the ED as well as emailed to ED 
staff, indicating dates and times of the policy educational sessions. Although the face-to-face 
educational sessions were not mandatory, participation was highly encouraged by the ED 
manager and director. Because the ED shifts varied between the ED staff roles (including eight 
and 12 hour shifts), the times chosen by the education department were designed to 
accommodate the variety in staffing. Registration was organized by the education department, 
and participants were instructed to register through the EBP project facility’s online learning 
management system. Historically, when in-services had been held, the EBP project facility 
education department director noted that many of the employees attended offerings at a facility 
campus in closest proximity to their residence. Therefore, this doctoral student reserved large 
training rooms that could accommodate between 40 and 100 persons at multiple locations 
affiliated with the hospital corporation. Six training dates in total were originally scheduled 
throughout November. However, the dates were postponed by request from leadership due to 
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the hospital site visit in November which happened to fall during the weeks of the scheduled 
training. In effort to be appreciative of staff vacation requests, the amended dates were 
scheduled in-between the winter holiday periods. An additional date was added by request of 
executive leadership resulting in 14 sessions over seven days. Each training date offered two 4- 
hour sessions (a) 0730 – 1130 and (b) 1200 – 1600. The staff was instructed by their manager 
to attend sessions per their availability. Although no overtime incentive was paid, the staff 
members were reimbursed their hourly wage for attending the educational session. 
Intervention 
Policy education (Appendix B) was initiated on December 7, 2016. Agenda items for the 
policy roll out included (a) policy review, (b) online reporting review, (c) communication 
techniques with security and law enforcement, and (d) WPV actions, cues, and risk factors 
(Appendix C). The 4-hour classroom session initiated with an introduction of workplace violence, 
including basic definitions, a comparison of types of violence, and a clear description of what 
constitutes violence. The rationale for implementation of a WPV policy was provided. Included 
within the multiple 4-hour block sessions were lecture via power point, case study directed 
discussion, and physical hands on simulation of common escape techniques. Reporting on the 
current online system as well as the new format, initiated on January 1, 2017 was presented 
and demonstrated. Results of the pre-implementation WPV-ES survey specific to their 
department were discussed and reporting numbers of WPV as compared to the security call 
requests were reviewed. Time and attendance reports were provided to the ED manager after 
each educational session and employee educational transcripts were uploaded and completed 
within the learning management system by the education department at the completion of each 
policy educational session.  
Following policy and reporting agenda items, verbal violence management was 
presented via an interactive case study by employee assistance program representatives. The 
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security director was available at each session to assist with any questions regarding the 
security personnel roles and responsibilities. Policy directives regarding key items of importance 
to include with requesting security: name, department, room location, and brief reason for the 
request. In addition, the security director provided direction for contacting law enforcement 
through the security department if needed. Because the pre-implementation WPV-ES identified 
a high frequency of physical contact within the ED, escape techniques for hitting, kicking, biting, 
grabbing as well as front and back choking were introduced via simulated demonstration with 
each participant by the security director assisted by this doctoral student.  
Measures 
Primary outcome data for this project were measured utilizing the pre-and post, two 
group comparison, design. Entities identified within the facility realm included: executive 
administration, management/direct support leadership, security, and co-workers. The impact of 
the intervention on ED staff perception of facility support for a zero-violence environment was 
measured through the WPV-ES surveys. The pre-implementation and post implementation 
survey developed from the literature are detailed below. 
The ENA ED WPV toolkit was a 2010 collaborative development by ENA members with 
a purpose of providing ED nurses violence prevention information and strategies which could be 
utilized in a comprehensive plan of addressing WPV (ENA, 2011). The ENA ED WPV staff 
assessment survey included within the ENA (2011) took kit was readily available and accessible 
to the public through the ENA website (https://www.ena.org/practice-research/Practice/ToolKits/ 
ViolenceToolKit/Documents/toolkitpg1.htm). The ED staff assessment survey is included within 
the ENA toolkit and the original survey was created by an ENA work team, evaluated by experts 
for content validity, and pilot tested on a sample of ED nurses. Feedback from the pilot testing 
allowed for further refinement and clarification of the survey questions and the survey results 
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have been published in 2009 and 2011 (ENA senior research associate, personal 
communication, February 8, 2017).  
The ENA (2011) tool kit assessment survey was utilized as a guide for development of 
the EBP project’s facility specific WPV-ES. The WPV task force amended the ENA’s survey to 
incorporate additional facility specific questions that included questions related to individual 
reporting practices, feelings of commitment to safety and support for a zero-violence 
environment from within the facility’s administration/leadership, recognition of VV and PV cues 
and actions, culture of WPV acceptance (as evidenced by perceptions that it is an accepted part 
of the job). The EBP project facility specific WPV-ES included 36 mandatory questions for all 
participants; those who had experienced WPV were asked eight additional questions which 
included the opportunity to provide a narrative of their experiences. The WPV-ES was time 
tested and took approximately 10 minutes to complete. Ensuring anonymity, and marketing the 
WPV-ES as such, was of high importance to the WPV task force because of low participation 
response with previous corporation/organizational surveys. Therefore, the WPV task force 
limited demographic data to the EBP project facility location, department, and generalized role 
(i.e. clinical non-nursing, nursing, and non-clinical, non-nursing). For the purpose of this EBP 
project, a subset of questions pertaining to perception of facility commitment for WPV 
prevention and support for employees becoming a victim of WPV were included in the WPV-ES 
and subset of recognition of violence were evaluated. The survey monkey format was utilized 
for the ED staff perception of facility support and ED staff experience with WPV subsets pre-and 
post-implementation 
Employees were emailed directly and weekly email reminders were sent out to staff and 
managers by this doctoral student as a representative of the WPV task force committee. 
Employees were provided a link to the survey and were permitted to complete the survey only 
once per employee; they could complete the survey while at work or at home. Staff was 
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provided approximately 3.0 weeks (September 6, 2017 – September 30, 2016) to complete the 
pre-implementation survey and approximately 2.5 weeks to complete the post-implementation 
survey (February 22, 2016 – March 17, 2017). 
The post implementation WPV-ES survey was amended by the WPV task force 
committee. Narrative questions on the pre-implementation WPV-ES were used for support of 
the WPV initiative; therefore, the WPV task force agreed to utilize the same questions of the 
pre-implementation WPV-ES without the narrative responses. In addition, wording was 
amended by the WPV task force to include verbiage “since the implementation of the policy” on 
questions related to ED perception of support, safety, and knowledge of violence cues, roles 
and responsibilities, and reporting processes. Similar to pre-implementation WPV-ES, those 
individuals that respond having experienced WPV since the policy implementation were asked 
an additional six questions. The Survey Monkey format was again utilized with the post-
implementation WPV-ES, maintaining the same anonymity standards as the pre-implementation 
WPV-ES. 
Secondary outcome measures related to reporting compliance included the online 
incident reports and security request calls. The online incident format was an established tool 
utilized as an incident reporting mechanism throughout the EBP project facility and accessible 
by all employees through the facility intranet. Depending on the incident and required narrative, 
the time it took to submit an incident ranged from 5 to 20 minutes (ED staff member, personal 
communication, July, 2016). The new online reporting system was initiated on January 1, 2017 
and was more streamlined, but maintained the same accessibility and major user features as 
the previous system. Reporting time decreased to less than 10 minutes (ED staff member, 
personal communication, February 10, 2017).  
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Data  
Data collected at the EBP project facility supported the WPV task force’s identified need 
for the initiative. Of the 54 ED respondents, 31 (57.41%) were unsure if there was a WPV policy 
in place (see Table 3.4). Staff perception of facility support or a zero-violence environment 
revealed that a majority of the ED staff that responded (N = 54) executive administration felt that 
being exposed to WPV is part of the job (n = 34 [62.96%]), while 24 (44.44%) identified their 
manager felt that WPV exposure was part of the job (Table 3.1).Of the forty-five ED who 
reported being a victim of WPV, 58.49% reported being supported by co-workers, while a 
significant portion (41.51%) responded fairly supported by their manager (Table 3.2). Although 
many ED respondents (37.74%) reported being fairly supported by executive administration 
(37.74%), a significant proportion (26.42%) staff members responded somewhat unsupported 
(26.42%) and nearly one in five (18.87%) indicated unsupported by administration (see Table 
3.2). More than two-thirds of staff members (67.92%) reported being committed to preventing 
WPV and 56.6% indicated a perception that their co-workers were committed (see Table 3.3). 
Respondents were more likely to report feeling that others were less committed to preventing 
PVV against employees: 49.06% reported that their manager was only fairly committed and 
60% perceived that security personnel were only fairly committed to preventing WPV against 
employees (see Table 3.3). The most commonly rated perceived commitment level from 
executive administration was fairly committed (38.89%); however, 25.93% reported feeling the 
executive administration was somewhat uncommitted and 14.81% selected the uncommitted 
option (see Table 3.3). 
Online incident reporting compliance was identified as a secondary outcome and 
compared with the same time period from the previous year to the number of security request 
calls for WPV complaints. A total of two online incident reports (N = 2 [VV]) were identified 
during the eight-week comparison of the same time from the previous year, January 1, 2016 – 
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February 29, 2016. Security call logs were compared during this time frame and revealed 68 
requests due to WPV, 37 that resulted in restraint application. Improved compliance would be 
evidenced by increased online incident reports when compared to security call requests.  
Collection 
For this EBP project, data evaluating project success consisted of a two-group 
comparison of the pre-implementation and post-implementation WPV-ES’s to measure an 
improvement of ED staff perception of HCF support for a zero-violence environment. Audits of 
the pre-implementation WPV-ES survey were conducted in October 2016 and the post-
implementation was conducted in March, 2017.  
Online incident reports and security request calls were obtained from the security 
director. Records of online incident reports were extrapolated and compared to data from the 
same period last year (January 1, 2016 – February 28, 2017). 
Management and Analysis 
 The pre-and post-implementation WPV-ES’s were housed within Survey Monkey 
program and required a username and password to retrieve. Access to the surveys was 
available to this doctoral student and the director of education. A hard copy of each WPV-ES 
survey was kept in a locked cabinet within the education department of the EBP project facility. 
The online incident reporting system was housed within the EBP project facility intranet and all 
employees had access to the incident reporting mechanism through a direct icon link. However, 
reporting results were only available to managers, senior leaders, risk management, and 
employee health personnel. Requests for reports were generated through the risk management 
department.  
Analysis of the results was conducted utilizing the SPSS computer program. A two like-
group comparison was conducted utilizing the WPV-ES’ ED staff perception of support and ED 
staff experience subset questions. An eight -week pre-and post-implementation as well as a 
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same time frame of the previous year data collection of online incident reports and security calls 
were analyzed to evaluate the secondary outcome. It was projected that the EBP project would 
result in an improvement of staff perception as evidenced by the post implementation WPV-ES 
and improved WPV reporting compliance as evidenced by the online incident reporting and 
security request calls. Statistical significance for all analyses was established at p < .05. The ED 
employees’ survey answers were collectively compared for each facility entity (executive 
administration, security, management, and co-workers) question using Chi Square analyses. A 
z-test was used to calculate and compare the pre-and post-implementation differences for each 
Likert type level of the HCF entities.  
Protection of Human Subjects 
To ensure the protection of human rights, this doctoral student, EBP project facilitator, 
successfully completed the National Institutes of Health (NIH) protection of human subjects 
training prior to implementation on January 11, 2016 (Appendix D). Anonymity remained a high 
priority to the hospital WPV task force committee therefore, the post implementation WPV-ES 
was designed to block computer IP addresses and limited demographic information to hospital 
campus, department, and general description of role. The WPV reports generated for the use 
within this project were requested through the security director by this doctoral student and/or 
director of education. Patients, visitors, and/or employee identifying data within these reports 
were removed prior to access by the security director, thus ensuring human right protection and 
compliance.  
Paper reports (i.e., printed online reports, forms), results (i.e., WPV-ES data), and all 
other documentation for the EBP project were secured in a locked cabinet located within the 
EBP project facility’s education department. Access to the key was provided only to this doctoral 
student and the director of education. The director of education, an active member of the safety 
committee, who also served as the chairperson for the WPV task force committee was the 
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facility mentor to this doctoral student. Aggregate results of the EBP project were presented 
during numerous WPV task force and management team meetings. Summative presentations to 
the facility executive leadership, IRB committee, and university IRB were scheduled for 
Summer, 2017.  
Table 3.1 
 
% ED Perception of WPV Being Part of the Job (Pre-implementation; N = 54) 
 
Do you feel the following feel WPV is part of the job? Distribution (%) 
Yes No 
 
Yourself 
 
31 (57.41) 
 
23 (42.59) 
 
Manager 
 
24 (44.44) 
 
30 (55.56) 
 
Exec. Adm. 
 
34 (62.96) 
 
20 (37.04) 
 
 
Table 3.2 
 
% ED Staff Perception of Facility Support if a Victim of WPV (Pre-implementation; N = 54) 
 
Entity Supported Fairly 
Supported 
Somewhat 
Unsupported 
Unsupported Not 
Applicable 
Not 
Answered 
 
Exec. 
Adm. 
 
7.4 
 
37.0 
 
25.9 
 
18.5 
 
9.3 
 
1.9 
 
Security 
 
29.6 
 
40.7 
 
22.2 
 
3.7 
 
1.9 
 
1.9 
 
Manager 
 
25.9 
 
40.7 
 
22.2 
 
5.6 
 
3.7 
 
1.9 
 
Co-Worker 
 
57.4 
 
35.2 
 
0 
 
3.7 
 
3.7 
 
1.9 
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Table 3.3 
% ED Staff Perception of Facility Commitment to WPV Prevention (Pre-implementation; N = 54) 
 
Entity Committed Fairly 
Committed 
Somewhat 
Uncommitted 
Uncommitted Not 
Applicable 
Not 
Answered 
Exec. Adm. 14.8 38.9 25.9 14.8 5.6 0 
Security 13.0 44.4 13.0 3.7 0 25.9 
Manager 29.6 48.1 14.8 3.7 1.9 1.9 
Co-Worker 55.6 37.0 1.9 3.7 0 1.9 
 
Table 3.4 
 
% ED Staff Perception of Facility Support (Pre-implementation; N = 54) 
 
Question Response Distribution (%) 
Is a WPV policy in place?  No 
Yes 
Not sure 
9 (16.67) 
14 (25.93) 
31 (57.41) 
Would a no violence policy improve 
feelings of facility support  
No 
Yes 
Not sure 
4 (7.41) 
36 (66.67) 
14 (25.93) 
Would posted no violence signs improve 
feelings of facility support 
No 
Yes 
Not sure 
14 (25.93) 
40 (74.07) 
0 (0) 
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Table 3.5 
ED Staff Experience with Violent Events Pre-Implementation (N = 54 unless noted) 
Question Response Distribution (%) 
Primary role Physician 
Non-Clinical  
Non-Nursing Clinical  
Nursing 
Nursing Management 
2 (3.7) 
10 (18.52) 
12 (22.22) 
28 (51.85) 
2 (3.70) 
Perception of WPV in past year Decreased 
Increased 
Unchanged 
1 (1.85) 
41 (75.93) 
12 (22.22) 
Victim of WPV  No 
Yes 
9 (16.67) 
45 (83.33) 
Episodes of VERBAL ABUSE in the 
past 30 days?  
 
1-10 times 
11-20 times 
21-30 times 
Greater than 30 times 
(N = 45) 
23 (51.11) 
13 (28.89) 
6 (13.33) 
3 (6.67) 
Episodes of PHYSICAL ABUSE in the 
past 30 days 
 
1-10 times 
11-20 times 
21-30 times 
Greater than 30 times 
(N = 45) 
26 (57.78) 
3 (6.67) 
0 (0) 
0 (0) 
Do you formally report WPV through the 
online incident reporting system? 
 
No 
Yes 
Sometimes, but not always 
(N = 45) 
10 (22.22) 
15 (33.33) 
20 (44.44) 
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CHAPTER 4 
FINDINGS 
The purpose of the EBP project was to enhance ED staff members’ perceptions of 
facility support for a zero-violence environment and increase reporting of WPV incidents. The 
EBP project incorporated strategies to (a) identify and develop a zero violence environment 
policy and procedure, (b) educate the ED staff of what constitutes WPV and that WPV is not 
considered part of the job, (c) implement a protocol regarding when to notify security, identifying 
the roles and responsibilities of security staff members, (d) provide direction on reporting WPV 
incidents, and (e) evaluate the effectiveness and feasibility of expanding this policy, procedure, 
and education across all the facility departments.  
Participants 
Size and Characteristics 
Due to a previously stated HCF administration concern of staff non-compliance in 
completing facility focused surveys, the pre- and post-implementation WPV-ES demographic 
identifiers were limited to role categories. Data was not collected on respondents’ age, gender, 
nursing experience, or length of time employed at the EBP facility. Fifty-four ED employees 
completed the WPV employee survey used for pre-implementation comparison (N = 54). The 
post-implementation WPV-ES used for post-implementation comparison was initially deployed 
on February 27thand completed by 63 ED staff by March 17th, 2017. Most ED respondents were 
from nursing (60%; n = 38); 14% (n = 9) represented non-clinical staff, (e.g., clerical 
personnel),18% (n = 11) were non-nursing clinical staff (e.g., emergency medical technicians, 
paramedics, and nurse technicians), and 8% were physicians (n = 5). 
Although staff turnover could be an issue during any sustained project, staffing within the 
project implementation and evaluation phases remained constant. One ED staff member in a 
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leadership role resigned at the end of December, 2016; three ED staff RNs were hired between 
January and February. Those hired were exposed to the violence reporting and policy education 
through general orientation, as well as during a unit meeting held in early February 2017.  
Statistical Testing and Significance 
 The IBM SPSS Statistical software version 22 was employed to analyze the 
effectiveness of the multifaceted intervention on the ED employees’ perception of HCF support. 
Chi-square analyses were utilized to determine if there were changes from the pre-
implementation to the post-implementation data collection period on all ED employees’ 
perception of commitment for WPV (see Table 4.1) and the ED employees’ perception of 
support if the employee would become a victim of WPV (see Table 4.2) from administration, 
security, management, and co-workers. A z-test was utilized to calculate the differences 
between each Likert-type scale levels for ED perception of support and commitment from each 
entity (see Tables 4.1 and 4.2)  
Findings 
WPV employee survey. The primary outcome of EBP project success measured from 
two core questions relating to employee perception information on the key facility entities 
involved with creating a zero-violence environment: executive administration, security, 
management, and co-workers. Likert-type scales were used with options ranging from “1” 
uncommitted/unsupported to “4” committed/supported.  
Executive Administration. A statistically significant change in the distribution of the 
total ED respondents’ perception of executive administration commitment to WPV prevention 
was appreciated (X2 = 19.011, p = 0.001). When comparing differences between the Likert- type 
levels for executive administration commitment for WPV prevention, an increase of ED 
respondents that replied committed and a decrease in those responding uncommitted was 
significant (see Table 4.1). Thirty post implementation ED staff (47.6%) responded that 
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executive administration was committed as compared to 8 (14.8%) of pre-implementation 
respondents (z = 3.78, p = 0.0001). Nineteen (30.2%) post-implementation ED staff responded 
fairly committed as compared to 21 (38.9%) of the pre-implementation respondents (z = -0.992, 
p = 0.161); 12 (19%) ED post implementation respondents indicated somewhat uncommitted as 
compared to 14 (25.9%) pre-implementation respondents (z = -0.892, p = 0.182). Only two 
(3.2%) ED staff reported uncommitted on the post implementation survey as compared to 8 
(14.8%) of those indicated on the pre-implementation survey (z = -2.24, p = 0.012).  
A statistically significant difference in the distribution of the total ED respondents’ 
perception of executive administration support for ED employee WPV victimization was 
appreciated (X2 = 28.166, p < 0.001). When comparing differences between the Likert-type 
levels for executive administration support in the event that an ED employee became a victim of 
WPV, statistical significance was appreciated in an increased proportion of ED respondents that 
indicated supported and a decrease in those that reported somewhat unsupported and 
unsupported. (see Table 4.2). A significant improvement in post-implementation ED respondent 
perception feeling supported (N = 31; 49.2%) from executive administration as compared to pre-
implementation (N = 4; 7.4%) responses was appreciated (z = 4.92, p = 0.001). Eighteen 
(28.6%) of the post-implementation ED respondents indicated fairly supported as compared to 
20 (37.0%) of the pre-implementation ED respondents (z = -0.974, p = 0.167). A significant 
decrease in the post-implementation ED respondents (n = 7; 11.1%) who replied somewhat 
unsupported was appreciated when compared to the pre-implementation ED respondents (n = 
14; 25.9%) (z = -2.08, p = 0.012). In addition, there was statistically significant decrease in the 
ED respondents who replied unsupported on the post implementation survey (N = 2; 3.2%) 
compared to the pre-implementation ED respondents (N = 10; 18.5%) (z = -2.73, p = 0.003).   
Security. There was statistical significance identified in the distribution of the total ED 
respondents’ perception of security commitment to WPV prevention (X2 = 32.079, p < 0.001). 
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When comparing differences between the Likert- type levels for security commitment for WPV 
prevention, statistical significance was appreciated in an increase of ED respondents that 
replied committed and a decrease in uncommitted responses (see Table 4.1). Of the post-
implementation ED respondents (N = 63), 35 ED staff (55.6%) indicated security personnel as 
committed when compared to the pre-implementation ED respondents (n = 7; 13%) (z = 4.78, p 
= 0.001). Post-implementation ED respondents (n = 19; 30.2%) indicated security personnel 
were fairly committed, as compared to the pre-implementation ED respondents (n = 24; 44.4%) 
(z = -1.60, p = 0.054). There was minimal variation within ED personnel post-implementation (n 
= 8; 12.7%) who reported somewhat uncommitted as compared to pre-implementation (n = 7; 
13%) (z = -0.0484, p = 0.484). No ED respondents (0%) indicated security personnel were 
uncommitted as compared to the pre-implementation ED respondents (n = 2; 3.7%) (t = -1.54; p 
= 0.062).  
Statistical significance of the total ED respondents’ perception of security personnel 
support if the employee were to become a victim of WPV was acknowledged (X2 = 20.775, p < 
0.001). When comparing the Likert type levels between the pre-and post-implementation, a 
significant difference was appreciated within the supported and somewhat unsupported 
responses (see Table 4.2). Of the post implementation ED respondents, 37 (58.7%) indicated 
security personnel as supported when compared to 16 (29.6%) pre-implementation ED 
respondents (t = 3.15, p = 0.001). Twenty-one (33.3%) post-implementation ED respondents 
indicated fairly supported as compared to 22 (40.7%) pre-implementation ED respondents (t = -
0.829, p = 0.203). No (0%) post-implementation ED respondents indicated somewhat 
unsupported, compared to 12 (22.2%) pre-implementation ED respondents (t = -3.95, p = 
0.001). There was minimal variation in the post implementation ED respondent result (n = 1; 
1.6%) of unsupported when compared to the two (3.7%) pre-implementation respondents 
selecting unsupported (t = -0.722, p = 0.236). 
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Management. There was statistically significant distribution between the pre-and post- 
implementation ED respondents reported perception of commitment for WPV prevention (X2 = 
28.420, p < 0.001). When comparing the Likert type levels between the pre-and post-
implementation, a significant difference was appreciated within the supported and somewhat 
unsupported responses (see Table 4.2). Of the 63 ED post-implementation respondents, 49 
(77.8%) indicated management were committed to WPV prevention as compared to 16 (29.6%) 
of the ED pre-implementation respondents (z = 5.225, p = 0.001). Nine (14.3%) of the post-
implementation ED respondents indicated fairly committed as compared to 26 (48.1%) of the 
pre-implementation ED respondents (z = -3.99, p = 0.001). There were 2 (3.2%) post-
implementation ED respondents who indicated somewhat uncommitted as compared to 8 
(14.8%) pre-implementation ED respondents (z = -2.25, p = 0.012). Only one (1.6%) post-
implementation ED respondent indicated management uncommitted, as compared to 2 (3.7%) 
ED pre-implementation respondents (z = -0.722, p = 0.236).  
There was statistical difference identified within the pre-and post-implementation ED 
respondents reported perception of support from management if the employee was to become a 
victim of WPV (X2 = 38.320, p < 0.001). Forty-nine (77.8%) of the post implementation ED 
respondents indicated supported as compared to 14 (25.9%) of the pre-implementation ED 
respondents (z = 5.61, p = 0.001). There was a decrease in the post implementation ED 
respondents (n = 8; 12.7%) who indicated fairly supported as compared to 22 (40.7%) pre-
implementation ED respondents (z = -3.46, p = 0.001). A statistically significant improvement 
was appreciated within the post implementation ED respondents who reported somewhat 
unsupported (n = 1; 1.6%) as compared to 12 (22.2%) of pre-implementation ED respondents (z 
= -3.54, p = 0.002). None of the post-implementation respondents reported management as 
unsupported, while 3 (5.6%) of the pre-implementation ED respondents did select this response 
(z = -1.90, p = 0.029). 
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Co-Workers. Although statistically significant distribution of the pre-and post-
implementation ED respondents’ perception of commitment to WPV prevention from co-workers 
was not achieved (X2 = 9.36; p = 0.053), improvement in percentage was appreciated (see 
Table 4.1). Of the post-implementation ED respondents (N = 63), 50 (79.4%) reported 
committed as compared to 30 (55.6%) pre-implementation ED respondents (z = 2.76, p = 
0.003). Ten post-implementation ED respondents (15.9%) indicated fairly committed, as 
compared to the 20 (37%) pre-implementation ED respondents (z = -2.61, p = 0.005). Limited 
variability was noted between the minimal number of ED respondents who indicated somewhat 
uncommitted (n= 2; 3.2% vs. n = 2; 3.7%, [t = 0.451, p = 0.326]) and uncommitted (n = 1; 1.6% 
vs. n= 2; 3.7% [t = -0.722; p = 0.236]) post-implementation to pre-implementation. 
There was statistically significant difference in the ED respondents pre-and post-
implementation perception of support from co-workers (X2 = 16.462, p = 0.001) (see Table 4.2). 
Fifty-four (85.7%) post-implementation ED respondents replied supported as compared to 31 
(57.4%) pre-implementation ED respondents (z = 3.42, p < 0.001). Five of the post 
implementation ED respondents (7.9%) reported feeling fairly supported, as compared to the 19 
(35.2%) pre-implementation ED respondents (z = -3.64, p < 0.001). No ED respondents 
selected somewhat unsupported by co-workers pre- or post-implantation. And while 2 pre-
implementation ED respondents (3.7%) reported a perception that their co-workers were 
uncommitted to support them; none of the post-implementation ED respondents reporting 
feeling that their co-workers were uncommitted (z = -1.54, p = 0.062). 
Perception of WPV as part of the job. An additional question probed the ED staff 
perception of administration, manager, and employee belief that WPV occurs frequently enough 
in the ED that it can be considered a potential “part of the job”. A statistical significant 
distribution was noted within the comparison of the pre-and post-implementation ED 
respondents’ perception that executive administration (X2 = 10.248, p = 0.001) and management 
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(X2 = 13.060, p = 0.001) considered WPV a part of the job (see Table 4.3). The findings reflect 
that 30.1% fewer post-implementation ED respondents indicated the perception that executive 
administration considered WPV as part of the job. Nine post-implementation ED respondents 
(14.3%) indicated yes that management felt that WPV is part of the job as compared to 24 
(44.4%) pre-implementation ED respondents (z = -3.62, p = 0.001), Employee self-perception 
that WPV is part of the job revealed minimal difference in the number of post- implementation 
ED respondents (n = 28; 44.4%) selecting yes when compared to 31 (57.4%) of the pre-
implementation ED respondents who selected this response (z = -1.40, p = 0.081). Due to initial 
development of the WPV employee surveys, members of the WPV task force questioned 
whether to include the security entity due to the security department being a contracted 
company functioning within the facility. Although it was determined the security department was 
considered a viable facility entity functioning to support WPV initiatives, the security subset was 
erroneously left out of the post-implementation WPV-ES for this particular question. 
WPV reporting. A secondary outcome of the EBP project was comparison of the pre-
and post-implementation incidence of online reports and security request calls due to WPV. 
Data were gathered from the same time period within the previous year (January 1, 2016 – 
February 29, 2016) for online incident reporting frequency (N = 2) and security request calls for 
WPV complaints (N = 68), a 1:34 ratio (see Table 4.4). In comparison, for the period of January 
1st through February 28, 2017, seven (N = 7) WPV incidents were reported using the online 
system, and there were 45 security request calls for WPV complaints, a 1:6 ratio, reflecting in a 
566% improvement in the correlation of online reporting to security request calls (see Table 
4.4).  
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Table 4.1 
 
ED Perception of Commitment for WPV Prevention  
 
 
  
Exec. Admin. 
 
(X2 = 19.011, p = 0.001) 
 
  
Security 
 
(X2 = 32.079, p < 0.001) 
 
  
Manager 
 
(X2 = 28.420, p < 0.001) 
 
  
Co-Worker 
 
(X2 = 9.36; p = 0.053) 
 
  
Pre 
n (%) 
 
 
Post 
n (%) 
 
z Score  
(p value) 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score 
(p value) 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score 
(p value) 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score 
(p value) 
 
Committed 
 
8  
(14.8) 
 
30  
(47.6) 
 
3.78 
(0.001) 
  
7  
(13) 
 
35  
(55.6) 
 
4.78 
(0.001) 
  
16  
(29.6) 
 
49  
(77.8) 
 
5.22 
(0.001) 
 
  
30  
(55.6) 
 
50  
(79.4) 
 
2.76 
(0.003) 
 
Fairly 
Committed 
 
21  
(38.9) 
 
19  
(30.2) 
 
-0.992 
(0.161) 
  
24  
(44.4) 
 
19  
(30.2) 
 
-1.60 
(0.054) 
  
26  
(48.1) 
 
9  
(14.3) 
 
-3.99 
(0.001) 
 
  
20 
(37) 
 
10  
(15.9) 
 
-2.61 
(0.005) 
 
Somewhat 
Uncommitted 
 
14  
(25.9) 
 
12  
(19) 
 
-0.892 
(0.186) 
  
7 
(13) 
 
8 
(12.7) 
 
-0.042 
(0.484) 
  
8  
(14.8) 
 
2  
(3.2) 
 
-2.25 
(0.012) 
 
  
1 
 (1.9) 
 
2  
(3.2) 
 
0.451 
(0.326) 
 
Uncommitted 
 
8  
(14.8) 
 
2 
 (3.2) 
 
-2.24 
(0.012) 
  
2  
(3.7) 
 
0 
(0) 
 
-1.54 
(0.062) 
  
2 
(3.7) 
 
1  
(1.6) 
 
-0.722 
(0.236) 
 
  
2  
(3.7) 
 
1  
(1.6) 
 
-0.722 
(0.236) 
 
NA 
 
3 
(5.6) 
 
0 
(0) 
 
-1.89 
(0.030 
  
14  
(25.9) 
 
1 
(1.6) 
 
-3.93 
(0.001) 
  
2 
(3.7) 
 
2  
(3.2) 
 
-0.157 
(0.436) 
  
1  
(1.9) 
 
0  
(0) 
 
-1.08 
(0.140) 
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Table 4.2 
 
ED Perception of Support if Would Become Victim of WPV 
 
 
 Exec. Admin. 
(X2 = 28.166, p < 0.001) 
 Security 
(X2 = 20.775, p < 0.001) 
 Manager 
(X2 = 38.320, p < 0.001) 
 Co-Worker 
(X2 = 16.462, p = 0.001) 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score 
(p value) 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score 
(p value) 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score 
(p value) 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score  
(p value) 
 
 
Supported 
 
4 
(7.4) 
 
31 
(49.2) 
 
4.92 
(0.001) 
 
  
16 
(29.6) 
 
37 
(58.7) 
 
3.15 
(0.001) 
  
14 
(25.9) 
 
49 
(77.8) 
 
5.61 
(0.001) 
  
21 
(57.4) 
 
54 
(85.7) 
 
3.42  
(< 0.001) 
 
Fairly 
Supported 
 
20 
(37) 
 
18 
(28.6) 
 
-0.974 
(0.167) 
 
  
22 
(40.7) 
 
21 
(33.3) 
 
-0.829 
(0.203) 
  
22 
(40.7) 
 
8 
(12.7) 
 
-3.46 
(0.001) 
  
19 
(35.2) 
 
5  
(7.9) 
 
-3.64  
(< 0.001) 
 
Somewhat 
Supported 
 
14 
(25.9) 
 
7 
(11.1) 
 
-2.08 
(0.012) 
 
  
12 
(22.2) 
 
0 
 (0) 
 
-3.95 
(0.001) 
  
12 
(22.2) 
 
1 
(1.6) 
 
-3.54 
(0.002) 
  
0  
(0) 
 
0  
(0) 
 
N/A 
 
Unsupporte
d 
 
10 
(18.5) 
 
2 
(3.2) 
 
-2.73 
(0.003) 
 
  
2 
(3.7) 
 
1 
(1.6) 
 
-0.722 
(0.236) 
  
3 
(5.6) 
 
0  
(0) 
 
-1.90 
(0.029) 
  
2 
(3.7) 
 
0  
(0) 
 
-1.54 
(0.062) 
 
NA 
 
6 
(11.1) 
 
5 
(7.9) 
 
-0.587 
(0.278) 
  
2 
(1.9) 
 
4 
(6.3) 
 
-0.647 
(0.258) 
  
3 
(5.6) 
 
5 
(7.9) 
 
0.509 
(0.305) 
  
2 
(3.7) 
 
4  
(6.3) 
 
0.647 
(0.258) 
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Table 4.3 
ED Perception that WPV is Part of the Job 
  
Yes 
 
  
No 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score 
(p value) 
 
  
Pre 
n (%) 
 
Post 
n (%) 
 
z Score 
(p value) 
 
Executive Administration 
 
34 (63) 
 
21 (33.3) 
 
-3.20 (< 0.001) 
 
  
20 (37) 
 
42 (66.7) 
 
3.20 (< 0.001) 
 
Management 
 
24 (44.4) 
 
9 (14.3) 
 
-3.62 (0.001) 
  
30 (55.6) 
 
54 (85.7) 
 
3.62 (0.001) 
 
Employee  
 
 
31 (57.4) 
 
 
28 (44.4) 
 
 
-1.40 (0.081) 
  
 
23 (42.6) 
 
 
35 (55.6) 
 
 
-1.40 (0.081) 
 
Table 4.4 
ED Online WPV Reporting and Security Request Calls 
  
Online WPV Reports 
 
Security Request Calls 
 
Calls: Online Ratio 
 
 
Pre-implementation 
 
2 
 
68 
 
34:1 
 
Post-implementation 
 
7 
 
45 
 
6:1 
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CHAPTER 5 
DISCUSSION 
This EBP project examined the effects of a multifaceted WPV initiative focused on ED 
perception of facility commitment and support for a zero-violence environment. As supported by 
the literature, a multifaceted policy provided foundation for employee direction (Chen, 2015; 
Grenyer et al., 2004; Grey, 2006; JBI, 2016b; Long, 2016; OSHA, 2015; Sachs & Jones, 2015). 
Strategies to support the EBP project purpose included education of policy components, 
identifying the administration and management stance that WPV is not considered part of the 
job, and the role and expectations of the security department when called for assistance. 
Reinforcing education on WPV awareness and the incidents that warranted reporting can 
enhance compliance with the facility’s policy, thus providing administration a clearer 
understanding of the WPV prevalence. Results of this EBP project suggested that the 
implementation of a multifactorial WPV initiative has the potential to improve employee 
perception of facility commitment and support for a zero-violence environment.  
Explanation of Findings 
 Although the WPV employee survey was conducted as part of a larger organizational 
assessment for the purposes of this EBP project, evaluation of outcomes focused on those 
questions within the employee survey that measured employee perception of facility 
commitment and support for a zero-violence environment. In addition, assessment of employee 
reported incidents was conducted through examination of online incident reports and security 
request calls compared to the same time period within previous year.  
 Employee Survey. “How committed do you feel the following are in preventing WPV 
within the facility?” and “how supported do you feel the following are if you were to become a 
victim of WPV?” were two questions asked to investigate the ED employee perception of 
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executive administration, security personnel, management, and co-workers. Additional 
questions investigating perception of ED employee belief that WPV is part of the job and that 
executive administration and management believe that WPV is part of the job were also 
evaluated.   
With consultation of the data and published evidence, conclusions can be drawn to 
explain the significant improvements in employee perception for facility commitment for WPV 
prevention and support for employees if they were to become a victim of WPV. The AONE 
(2014) indicated that in order to have commitment from administration and staff, 
acknowledgement that WPV happens and its relevance to patient care must occur. Results from 
the pre-implementation WPV-ES reflected a baseline of low perception of a zero-violence 
facility. The descriptive comments received indicated hesitancy in belief that administration truly 
understood the amount of WPV that the ED employees experience. There was concern with this 
doctoral student, as the EBP project coordinator, that a one-time educational in-service would 
not have the strength and backbone to sustain a change.   
Identifying and fully acknowledging the prevalence of WPV that occurs within a HCF can 
directly affect the level of commitment of a facility’s administrative actions, ultimately affecting 
the perception of staff that their experiences are being acknowledged and improvements for 
WPV safety are being supported. A WPV incident severe enough to warrant action, as 
associated with the Kotter Change and Iowa EBP Models, was the premise for organizing a 
change process. However, the initial step in this project was recognizing that a problem existed 
beyond one significant event in one hospital facility. This acknowledgement required this 
doctoral student to consult the literature and bring back evidence-based recommendations to 
the WPV task force. Hard data was obtained through the pre-implementation WPV-ES and 
presented to administration, with EBP recommendations, by this doctoral student in a non-
threatening manner that reflected the need for change. It was essential to gain commitment 
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from executive administration, because as Gillespie et al. (2013) had noted, the level of facility 
involvement directly correlated to higher employee perception ratings.  
The ED was identified as having the highest amount of WPV. The pre-implementation 
WPV employee survey resulted with 57.76% (n = 26) of the ED respondents (N = 45) indicated 
being exposed to physical violence at least once in the last 30 days. Employees who support 
each other, without the perception of executive administration support may perpetuate a caste 
system. Therefore, employees functioning in high WPV risk exposure areas, such as the ED, 
experience events that some executive leadership personnel positions cannot fathom are 
occurring because there is no connection to personal experience. There was not much variation 
in the result between committed/supported and fairly committed/fairly supported within the co-
worker entity. As comrades in combat, sharing similar feelings with WPV incidence and 
prevalence, ED employees’ perceptions may not have fluctuated dramatically because they 
already felt a loyalty to fellow co-workers experiencing the same turmoil. Although process 
changes were recognized, the delay in EBP project implementation as well as the limited time 
for re-evaluation may have not been enough for the ED staff to truly appreciate a change in 
processes. This may have also contributed to the limited variability within the ED employee 
perception that WPV is considered part of the job.  
Policy deployment and education. A shared responsibility, holding all employees 
accountable were recommendations identified within the evidence (AONE, 2014; Heckemann, 
2015). However, if there is no direction created by administration, employees will not appreciate 
their role in recognizing what constitutes WPV, thus strengthening the belief that WPV is part of 
the job.  Previous actions of deploying a new policy included management awareness with 
expectation of dissemination to staff, posting policy on the facility’s learning management 
system, and/or written confirmation from the employee that the document was reviewed. Blando 
et al. (2015) indicated that although policy is important to guide practice, enacted and mandated 
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policy does not equal staff feelings of safety or buy in to WPV process. This doctoral student 
recognized the importance of awareness and continued the practice of updates via 
management leadership with the continued expectation of communication to their employees. 
However, a face to face educational component provided another layer of strength to promoting 
a process change. The educational sessions allowed for discussion and transparency of how 
important the employee survey responses drove the WPV initiatives. This doctoral student, 
although assisted by EAP and security representatives, spearheaded the educational sessions.  
As a fellow employee, this doctoral student may have been viewed as an equal, thus creating a 
non-threatening, non-judgmental, environment. The amount and type of WPV incidents were 
encouraged by this doctoral student to be shared amongst participating staff members. When 
asked by this doctoral student if a report was made, the answer was almost always “no”. 
Consistent with the literature, many comments received indicated reasons such as belief that 
management and administration “don’t care” or “nothing happens anyway”. Initially, many 
employees relayed comments that they were unaware of any initiatives that were put in place 
for their safety. The stated impression was one of safety priority only with patients and visitors, 
never addressing staff unless there is a physical injury with regard to falls, needle sticks, or 
equipment malfunction. Reviewing the results of the post implementation data results, 
conclusions can be made that the face to face communication could have had a direct effect on 
the improvement of employee perception of the facility support and commitment to maintaining 
a zero-violence environment as well as the enhanced reporting ratio. 
Leadership involvement. During the EBP project implementation there were many 
leadership changes. Of those changes, the ED manager, a significant advocate of the WPV 
initiative, resigned from the leadership position at the end of 2016. Although there was no formal 
manager identified as a replacement until the end of February, 2017. This doctoral student 
brought new leadership up to speed on the policy initiative and the new leadership personnel 
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were readily included into the WPV task force committee meetings. In addition, support was 
found within the previous ED director who had accepted an executive administration position. 
Consistent with the findings from Tischler, et al. (2013) and ENA (2011), a facility culture 
change can be appreciated in the awareness of valuation by the employee from the facility 
administration. 
Reporting and security calls. The interactive conversations held by this doctoral 
student were crucial in assisting the employees’ understanding the importance of how to 
communicate what is truly happening to them through the online incident reporting system. 
Many discussions and evaluation comments indicated that the ED employee now understands 
that reporting what happens can be the catalyst for improvement of processes. Many comments 
were relayed to this doctoral student indicating employees did not realize how their words and 
reports could drive facility change and policy development. The dissemination of information, 
results of the pre-implementation WPV-ES, and actions being undertaken provided rationale to 
the employees of why they were being asked to improve the WPV incident reporting. Key 
elements of a strong culture of safety identified by OSHA (2015) and TJC (2016) included senior 
leadership support, engaging employees’ adoption of including safety and security policies, and 
fostering strong relationship with local law enforcement. This EBP project has evolved into a 
process, fostering a change in the culture of safety that was recommended by OSHA (2015) 
and TJC (2016) which included a non-punitive environment, a streamlined reporting structure, 
and timely receipt feedback upon submit of a WPV report, scheduled meetings with local law 
enforcement, and enduring WPV education.   
The decrease in amount of security request calls post implementation versus pre-
implementation may be contributed to the education component dedicated to verbal de-
escalation. It is possible that the ED employees were more aware of VV as being a component 
of WPV and a precursor to PV, thus utilizing de-escalation techniques learned to address WPV 
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prior to escalation, eliminating the need to call for security. Another factor that may have 
influenced the decrease could be the increased security presence. As another component of the 
EBP project facility’s WPV initiative, additional security personnel were employed.  
Evaluation of Applicability of Theoretical and EBP Frameworks 
 Two theoretical frameworks were used in the formation of this EBP project: Kotter’s eight 
steps to change and the Iowa EBP Model guided the implementation of the EBP project. The 
applicability of these frameworks will be discussed further.  
Theoretical Framework 
Violence in the workplace is multi-faceted and may present challenges when addressing 
patients/visitors who exhibit aggressive behaviors due to a variety of reasons (ENA, 2011; 
Gates et al., 2011). The complexity of initiating sustained organizational changes is best 
supported by theoretical foundation. Kotter’s eight steps of change provided a tangible 
framework that proved to be strength in developing this EBP project. The systematic approach 
allowed this doctoral student to navigate the organizational minutia of process development. 
The pre-implementation WPV-ES survey data and limited reporting of WPV were 
uncomfortable to accept. However, once the team acknowledged the results as an opportunity 
to take responsibility to improve conditions rather than find fault in processes, further strategy to 
act was appreciated. Kotter’s stages of change provided the foundation for sustainability by 
recognizing short term wins. These were identified as the administrative leadership’s (a) drive to 
form a WPV task force committee, (b) support for the development of a comprehensive WPV 
policy, and (c) allowance of paid work time to address the WPV issue. Additional wins were 
appreciated in the employee comments realizing their voice was being heard, resulting in 
employee perception of valuation to the organization, leading to stated inclination to report 
WPV. This may have been the turning point which may have resulted in changes in staff 
perception.  
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Project activities leading to organizational culture process change were appreciated in 
the communication actions put into place by the facility. The WPV signage was initially thought 
to indicate the facility stance on maintaining a zero-violence environment to the public. 
However, the message to the employees was much more impactful. The signs became tangible 
evidence of what was discussed within the educational sessions. Multiple conversations were 
conducted by this doctoral student after the posting where staff throughout the ED and facility 
stated thankfulness to the facility administration acting on what was proposed. An off-duty law 
enforcement officer, working as the ED entry security guard, stated “those signs are a step in 
the right direction, I am glad this (WPV initiative) is being supported; it is needed here” (personal 
communication, security guard, March 7, 2017).   
As the employees and administration leadership recognized the value of the WPV 
initiative, anchoring new approaches to addressing WPV has been recognized. Many staff 
indicated to this doctoral student that the WPV signs were being perceived as the facility’s 
administration follow through with reports of publicly placing employee safety as a priority. The 
addition of formal crisis intervention training opportunities, planning for other facility instructors 
to host courses at the EBP project facility has been incorporated. In addition, this doctoral 
student had been working with the facility’s electronic medical record work group to develop an 
online behavioral health assessment checklist as well as flagging system. Daily safety calls 
including security, management, and executive leadership have been initiated, allowing for 
awareness of any patient and/or visitor with history of violence to be communicated through all 
patient access entities. An additional sustainment of change was appreciated in the inclusion of 
the WPV within the general orientation topics required by all new hires. In addition, the 
educational sessions conducted by this doctoral student were approved as an ongoing course 
for all hospital employee staff with the inclusion of executive administrative personnel being in 
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attendance to provide the opening statements. Key information on recognizing and reporting 
WPV has also been included into hospital general orientation for new hire employees.  
EBP Framework 
Although Kotter’s change model provided a guideline for implementing and sustaining a 
process change, it does not incorporate direction for open dialogue when conflict arises in-
between the eight steps. To identify and implement the best strategy, the Iowa Model of 
Evidence-Based Practice presented a step-wise approach to process improvement with the 
inclusion of progressive feedback loops (Melnyk &Fineout-Overholt, 2011). Evidence 
compilation was conducted and results scrutinized to identify the key concepts in creating a 
zero-violence environment. The WPV employee survey reports may have been a driving force 
behind the priority placed on the WPV policy formation and dissemination as well as the 
transparency that was appreciated throughout the EBP project process. Within this EBP project, 
the multifactorial WPV policy was originally drafted with additional directions for reporting 
violence and WPV definitions. The inclusion of reporting directions was debated amongst the 
WPV task force clinical and non-clinical members. Non-clinical members acknowledged the 
significance of employees reported WPV; however, it appeared difficult for them to grasp the 
understanding of WPV without personal experience. Differing opinions created delays in 
deploying the WPV policy. The inclusion of feedback loops within the Iowa EBP model was 
beneficial in navigating the intricacies of an open dialogue between the varied representations 
of the WPV task force committee. This was appreciated as a strength and identified as an 
integral component to fill in the weakness identified within Kotter’s eight step model. 
Strengths and Limitations of the EBP Project 
Strengths 
 Evidence. There were many strengths of this EBP project. First, the evidence was 
robust, identifying WPV prevalence within the healthcare realm, particularly the ED. A consistent 
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theme throughout the literature was the implementation of guidelines for staff to follow. Many 
professional recommendations identified the implementation of a comprehensive WPV policy 
and procedures (AONE, 2014; Anderson et al., 2010; Chen, 2015; ENA, 2011; HFAP, 2015; 
Heckemann et al., 2015; JBI, 2016; Long, 2016). Additionally, the ENA (2011) and OSHA 
(2015) provided easily accessible, free, toolkits to guide actions towards the implementation of 
creating a zero-violence environment. The stated anonymity with the pre-and post-
implementation WPV surveys allowed staff to provide their perspectives without the fear of 
retaliation from administration. This led this doctoral student to opine that the responses 
provided an accurate reflection of the true opinions of those working within the ED.  
Online reporting system. The previous online reporting format was identified within the 
pre-implementation survey results as being confusing for staff and time consuming. The 
deployment implementation of a streamlined reporting system conducted during the time of the 
education roll out was a strength. This system eliminated the confusion of reporting VV and PV 
in two different areas, allowing staff one route to access the correct reporting form. The form 
eliminated erroneous key strokes and screen changes. Lastly, the acknowledgement of WPV 
and its potential effects allowed for administration transparency, thus allowing this doctoral 
student access to data easily.  
Collaboration. The WPV task force team had involved members, specifically the 
director of security and employee assistance program representatives who were always willing 
to go the extra mile and included additional value to the education sessions. Their collaboration 
in the learning process allowed for meaningful interactions within the classroom. Although there 
were staffing concerns the ED manager and director were accommodating as possible. The ED 
manager worked with the ED staff and encouraged them to complete the WPV employee 
surveys. Executive leadership was a foundation to fall back on when there was resistance and 
approved the additional non-productive time required to attend the educational sessions, 
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allowing staff to be paid for time spent. The ED manager reached out to this doctoral student to 
provide additional education sessions during department meetings and scheduled one on one 
sessions to cover the information missed. These extra offerings were then made mandatory 
attendance by the ED manager for the ED staff that did not attend the prior sessions. The staff 
who attended the educational sessions and department meetings were accommodating, 
professional, and participatory in sharing WPV experiences. Although there was resistance and 
distrust in the system perceived, there was also hope and encouragement that their 
environment had the potential to improve.  
Meetings with local law enforcement leaders were also put into place. All surrounding 
towns/cities that respond or transport patients to the EBP project facility were invited. These 
meetings have now evolved to include local and state government representatives on a bi-
annual basis.  
Limitations 
 Data evaluation. With evaluation of this EBP project, several limitations were 
recognized. Past low response rates on facility generated surveys, due to employee stated 
concerns about potential recognition, prompted the WPV task force committee to remove all 
specific identifiers other than hospital campus, department, and general role. The survey 
restricted the ability to stratify the participants based on demographics; thus, the inability to 
obtain ratio and interval data limited the analyses which could be conducted.  
Education attendance. Staffing shortages limited the abundance of staff to attend the 
scheduled education sessions. In addition, the lack of mandatory enforcement may have 
contributed to the moderate attendance. The perception of perceived importance for attendance 
was another hurdle that presented a challenge. Consistent with the WPV employee survey, 
many ED staff arrived cynical of the WPV initiative. When data results were presented and 
rationale provided staff were skeptical, but yearned for an improved environment. Many ED staff 
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members provided verbal confirmation of “reporting what happens, even if it is every patient”, 
but also following it up with statement such as “I hope they (hospital administration) does their 
part” (personal conversation, ED staff members, December 19, 2016).  
Implementation delay. Time was a significant factor in the implementation of this EBP 
project. During the original proposed time of implementation (early November, 2016), a hospital 
accreditation site visit was scheduled. This development delayed the implementation to late 
November which would have placed the deployment educational sessions scheduled during the 
holiday period. To accommodate department staffing constraints, the educational roll out was 
conducted between the November and December holiday time periods. Unfortunately, due to 
the delayed roll out of this EBP project, the post implementation evaluation was restricted to 8 
weeks rather than the originally proposed 12 weeks.  
Leadership changes. Although, all were verbally supportive, the turnover of key 
executive leadership team members was a considerable obstacle. During the development and 
implementation phases, the executive leadership was rarely present during the WPV task force 
committee meetings; therefore, communication was sometimes fragmented. In addition, the ED 
manager in place during project implementation moved out of the position prior to data 
collection. Another ED manager was not put in place until the end of the post implementation 
WPV survey.   
Implications for the Future 
Practice 
 The implementation of a zero-violence environment policy provides a foundational 
guideline from which employees may perform when exposed to WPV. Anderson et al. (2010) 
identified organizational change and policy implementation influences staff behavior. Therefore, 
all employees that interact with patients and visitors should be educated on policy components, 
understanding definitions that incorporate all aspects of WPV. The policy should include (a) the 
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facility’s position on maintaining a safe environment, (b) the behaviors, with definitions, that will 
not be tolerated, (c) the route an employee should take if exposed to WPV, such as reporting, 
and (d) the available resources to the employee if exposed or a victim of WPV (AONE, 2014; 
Anderson et al., 2010; Chen, 2015; ENA, 2011; HFAP, 2015; Heckemann et al., 2015; JBI, 
2016; Long, 2016). Cultivating a culture of safety and developing a standard or practice benefits 
not only the ED staff, but all employees. The facility can appreciate value in the potential for 
improved retention of staff, thus also promoting stabilized care for the patient and visitor.  
 Future evolutions of this EBP project may involve implementing a flagging mechanism in 
which communication may be provided for all employees who interact with patients and visitors. 
Avenues for communicating high risk behavior may be appreciated in a sign being posted 
outside the patient’s room indicating to employees to check in with the nurse prior to entering. 
Another avenue could be an electronic notice placed within the electronic health record. These 
may be temporary and not included within the medical record or can be deemed a long-term 
notice for those patients who may have a known history of aggression or violence.   
Theory 
 When a facility is functioning as status quo, change may be met with resistance by both 
the organization and the staff. Kotter’s eight steps of change and Iowa Model of Evidence 
Based Practice offer a road map to future development and implementation of organizational 
change. As the WPV initiative oppositions are overcome, culture shifts will be appreciated, and 
implementation of the steps within the Kotter and Iowa EBP models will continue to be used as 
the WPV policy is expanded within the HC organization. Evaluation and dissemination of EBP 
project results related to WPV initiatives add credence to the body of evidence supporting the 
use of the Iowa Model of Evidence Based Practice in the clinical environment as well as Kotter’s 
Change Model within a HCF.  
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Research 
The evidence consulted revealed the prevalence of WPV in healthcare and its 
consequences (ANA, 2012; ENA, 2011; Gates et al., 2011; Gillespie et al., 2013). Poor staff 
perceptions of facility support for a zero-violence environment may result in negative patient 
care behaviors (ANA, 2012; Gates et al., 2011; Hahn et al., 2012; Lanctot & Guay, 2014). Of the 
pre-implementation WPV survey responses some comments received indicated admittance of 
limited patience with aggressive patients, increased preference for the application of physical 
restraints over the time to verbally de-escalate a patient, and lengthened time to answer call 
lights for those patients who have been assaultive. Loss of staff and limited employee 
candidates can be attributed to a number of causes; however, poor recruitment and retention 
may also be a consequence of increased exposure to WPV with perceptions of low 
administrative support. Tischler et al. (2013) identified feelings of administrative support were 
associated with positive WPV outcomes. Acknowledgement should be placed upon the 
detrimental effects of WPV within a HCF, both the tangible and intangible such as lack of 
productivity, recruitment and retention. Improvement of patient care behaviors and recruitment 
and retention changes can be evaluated with additional research.  
Education 
Although a facility may not be able to control what enters its thresholds, it can prepare 
the employees to effectively handle the exposure and quite possibly equip them to de-escalate 
a potentially violent physical outburst prior to injury or property damage. A consistent theme 
throughout the literature was the need for enhanced education for those departments frequently 
exposed to WPV, such as the ED. However, during the course of evidence retrieval, there was 
lack of long term interventional studies identifying the best educational practice to decrease 
WPV. Transparency of internal process gaps should be identified and communicated in order to 
address the most effective methods specific to the HCF to address WPV. Possible strategies for 
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education may include the inclusion within new hire orientation. Verbal de-escalation and 
physical escape techniques may also benefit new graduate nurses if provided during degree 
programs. The prevalence and strategies for addressing WPV may also be included in 
healthcare administration degree programs. Further research is required to identify the most 
effective training model to educate HCF employees.  
Conclusion 
The improvement of online reporting as well as the ED staff’s WPV perception of HCF 
support provided reinforcement for the implementation of a facility based WPV initiative. The 
policy formation provided guidance for ED employees, defining what constitutes WPV, directing 
staff action when exposed to WPV, and outlining facility stance on maintaining a zero-violence 
environment. Review of the baseline facility data revealed gaps within processes of providing a 
foundation from which to function when exposed to WPV. Employee low perception of facility 
commitment to WPV prevention and support for employees if they were to become a victim of 
WPV was not in line with the EBP project facility standards. Results demonstrated clinical 
significance in the implementation of a multifactorial initiative, including policy and subsequent 
procedures (i.e. reporting), and the positive effect on employee perception of HC facility support 
for a zero-violence environment and reporting of WPV incidents.  
This EBP project was successful, as reflected in the results of ED staff improved 
perceptions of facility support for a zero-violence environment and an improved correlation of 
WPV online reporting to requests for security related to WPV. The ability to measure the 
ultimate outcome of decreasing WPV incidents was limited. Additional time is required for the 
HCO to collect and measure WPV data prior to and following the implementation of the WPV 
initiative. The HCF’s improved tracking mechanisms will allow for future comparison of the ED 
as compared to departments that were not included in the initial launch of the policy. However, 
the administrative support to evaluate the change is in place to take on this task in the future.  
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This doctoral student was an effective candidate to lead a process change. As a former 
full time ED clinical nurse, the experience of WPV was not foreign. The current role held by this 
doctoral student allowed for an understanding of what would be required to format and deliver a 
comprehensive educational endeavor. Previous leadership experience and policy development 
assisted this doctoral student in functioning within the WPV task force committee and working 
collaboratively to complete the WPV policy. The advanced education obtained within the current 
DNP program assisted this doctoral student to gather, critique, summarize, and present the 
evidence that provided foundation for this EBP project. These tools, along with the required 
knowledge of EBP models and organizational change theories were appropriately used to 
initiate a project that led to a process change.  
This EBP project provided a positive impact on organizational change. Project 
sustainability is appreciated by additional actions put into place after the implementation. The 
signage was placed during the final evaluation phase. A daily safety call involving patient care 
managers, representatives of executive leadership, risk management, and security are in place 
and occur daily. The purpose of this effort was to identify all safety concerns however, post- 
implementation, the inclusion of WPV events have occurred. Enduring WPV educational 
sessions have been scheduled and now include a representative from executive administration 
to provide opening statements. This doctoral student continues to be involved with the WPV 
task force committee and is currently collaborating with the security director to develop a WPV 
flagging policy. Discussions with the work team for the electronic health record system are also 
being conducted. The security department has increased presence with more frequent rounding 
on units. The efforts identified within this EBP project lend itself to future endeavors focused on 
interventions to address the crisis of WPV within the ED as well as other areas of healthcare.  
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